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EARLY TREATMENT OF MALOCCLUSION* 
By J. Youne, D.D.S8., New York, N. Y. 


N all branches of medical science prevention of disease is considered of far 
greater importance than is its treatment. It is doubtful if an organism once 
affected with any disease, no matter how slight, ever becomes absolutely nor- 
mal again. What greater blessing could be conferred on the human race than 
total eradication of disease of every description? 

While malocclusion of the teeth may not be justly termed a disease, teeth 
in malocclusion are far more liable to disease of their investing tissues than 
are teeth in normal occlusion and also in a very large per cent of cases in 
malocclusion, some of the teeth are far more liable to disease, for dental caries 
may be justly classed as such. 

Whether malocclusion of the teeth is becoming more general it is diffi- 
cult to say, but that it is receiving greater attention is apparent to every one. 
If normal occlusion is desirable and beneficial then all patients with maloe- 
clusion must be abnormal to a degree. In all life there are many difficulties 
and pitfalls encounterd and the human race is no exception to this rule, and 
rare indeed is adult life attained unscathed. 

In the forest where there is a new growth of trees it will be found that 
almost all of them are perfect to the casual observer. A few years later it 
will be observed that many of them have been injured and others stunted, and 
if a third visit is made some year later a greater per cent will be found de- 
fective. In like manner in the human race the longer the child lives, the more 
liable he is to disease or injury. 

The problems of the orthodontist are the prevention and correction of 
malocclusion, and here, as in all medical science, prevention is far more desir- 
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able than correction. Think of the satisfaction to oneself and the gratitude 
one would receive if he could sit in his office and advise mothers how to pro- 
ceed in the care of their children so that all bodily functions would be normal 
and there would be no interference with growth and development. This we 
know is impossible at the present time. What the future has in store, no one 
can say. 

Growth is a natural process of enlargement during development and in 
animals does not reach completion until the normal time for growth has 
passed. It must not be assumed from the above that growth is a continuous 
process, for it is well known that we have pronounced periods of growth and 
periods when the growing process is far less marked and possibly entirely 
stopped for a time. Why does a person not grow to be sixteen feet tall? Sim- 
ply because of the nature of one’s ancestry. Some races are decidedly larger 
than others. Some members of the same family are decidedly taller and larger 
than others. This is quite natural and logical. 

From birth to adult life every part of the body must grow. The teeth 
and the bones that contain them, the jaws, are not excepted. You are all 
familiar with the appearance of the skull of a child at birth. During the first 
three years after birth the twenty deciduous teeth should grow and erupt and 
the maxilla and mandible grow to a corresponding degree, but it would be 
difficult to prove that the teeth cause the growth of these bones. Edentalous 
eases have been noted with fairly well developed jaws. This growth occurs 
in three directions, namely, lateral, forward and vertical, but the last is the 
most pronounced up to the end of the third year. From the time the twenty 
deciduous teeth are fully erupted and their roots completely formed until the 
eruption of the first permanent molars, vertical growth is less marked, but 
should not entirely cease, owing to the growing permanent teeth beneath the 
deciduous ones. 

Forward growth should continue in order to accommodate the large first 
permanent molars that are to erupt at the back of the last deciduous molars. 
Also lateral growth if there is to be sufficient room for the permanent incisors. 
When the first permanent molars erupt and grow their full length of roots, 
vertical growth in the bones is again more marked, but full vertical growth 
is not completed until all the permanent teeth are fully grown. Whether there 
is any lateral growth of the dental arches after the completion of the growth 
of the first permanent molars is a mooted question. 

About seven years of age the crowns of all the permanent teeth except 
the third molars should be as large as they will ever be, but the bones that 
contain them have not completed their growth. Any interference with the 
process of growth at this age or later could not affect the size of the crowns 
of the teeth, but might affect the growth of their roots as well as the bone that 
surrounds them and also the maxillae and mandible. 

Between the ages of six and thirteen years all the deciduous teeth should 
be lost and their permanent successors should erupt and assume their proper 
positions if there has been no interference with normal growth. In this con- 
nection it is worthy of note that deciduous tooth germs are far less liable to 
be congenitally absent than are the permanent, and that when deciduous teeth 
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fail to grow, their permanent successors are absent also. During this transi- 
tional period it is well to have in mind that as the roots of the deciduous 
teeth are absorbed, the bone surrounding them is absorbed also, and that new 
bone must grow around the roots of the permanent teeth as they grow and 
erupt. 

You are all familiar with the normal process of shedding deciduous teeth 
and the growth and eruption of their permanent successors, as well as the 
permanent first and second molars and sometimes the third molars, resulting 
in normal occlusion. This arrangement of the human teeth is a wonderful 
mechanism for the work nature intended them to perform. 

The principal causes of malocclusion of the teeth during development are: 

Lack of growth. 

Perverted muscular force. 

Malposed and malturned teeth. 

Premature loss of deciduous teeth. ' 

Anomalies. 

Lack of Growth—Prenatal lack of growth may take place but the per- 
centage of children showing pronounced lack of growth at birth that live to 
the end of the first year is very small in comparison with those showing such 
defect later on. Any interference with metabolism may result in lack of 
growth. Like the young trees in the forest the longer we live the more liable 
we are to some disturbance in the economy that will prevent normal growth. 
It is doubtful if children once affected by lack of growth to an observable de- 
gree ever entirely overcome such defect. It is questionable if it is possible by 
any means, mechanical or otherwise, to stimulate growth so that no effects of 
the disturbance remain. We, therefore, should be careful about promising 
to establish normal occlusion or to obtain perfect results. The earlier in life 
such defects in growth are recognized and properly treated the greater are 
our chances of success. Mechanical appliances on the teeth cannot be expected 
to correct malnutrition or impaired metabolism. 

Lack of growth may affect the entire organism, but in many cases some 
parts are affected more than others. You are no doubt familiar with the 
effects of infantile paralysis (anterior poliomyelitis). ‘The disturbance in the 
anterior horns of the gray matter of the spinal cord is responsible for the 
motor paralysis causing atrophy of the muscles affected, resulting in lack of 
use and retardation of normal growth. A boy who suffered from an attack of 
this dread disease at six years shows at twenty years that the affected leg, the 
left one, is two and three quarter inches shorter than the right one. The 
muscles of the left leg above the knee are all able to function but are decid- 
edly smaller than the corresponding muscles of the right leg. The femur of 
the left one is one and one quarter inches shorter than that of the right. The 
muscles below the knee of the left are almost totally paralyzed resulting in 
a calf one-third the size of the right. The length from the knee to the ankle 
is one and one-half inches shorter than the right one. Fig. 1, made from radio- 
gram, shows that the bones of the affected leg are smaller. Can there be any 
doubt that much of this is due to lack of muscular use? 

For countless generations the human race has been constantly changing 
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its mode of living, until today in many of the highly civilized peoples the 
dental apparatus is almost unnecessary to sustain life, the food supply being 
so prepared that mastication is no longer necessary to prepare food to pass 
on to the stomach. Can there be any doubt that this lack of muscular stimu- 
lation is a great factor in causing lack of growth of the maxillae and man- 
dible? Is it not a fact easily demonstrated that the dentofacial area of many 
of the civilized races is less pronounced than in the uncivilized peoples or in 
primitive man? Is it not logical to assume that lack of growth in this area is 
largely, though not entirely responsible for the prevalence of malposed third 
molars. 

If there is still any doubt in your minds that muscular force affects bone 
growth, look at the radiograms of a broken forearm of a boy thirteen years 


Fig. 1. 


of age. Fig. 2, made from a radiogram, shows the position of the bones wher 
placed in a plaster cast. Fig. 3, made from radiograms taken two months 
later, shows nature’s efforts to repair the injury and protect the muscles from 
the sharp ends of bone. When the plaster cast was removed the forearm was 
found to be quite crooked. In Fig. 4, made from radiograms taken six years 
after the fracture, you see that the arm is quite straight. It also shows a 
pronounced reduction in size of the bones at the position of the fracture. 
There are two reasons for these changes: First, nature’s plan of dispensing 
with superfluous bone. Second, muscular pull has stimulated the bone cells 
to rearrange the structure to the original shape. 

Lack of muscular stimulation and disturbed metabolism are not the only 
eauses of lack of growth. It has been observed that chronic inflammation of 
the upper respiratory tract is often associated with retardation of growth in 
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the maxillae. Any pronounced disturbance in the blood stream may affect 
normal growth. Heredity may influence growth. 

A few cases have been noted where there was excessive lack of growth 
of alveolar bone around the roots of one or two teeth, without any apparent 
cause for it being found in radiograms of the affected areas. That this lack of 
growth is not due to lack of muscular stimulation, in the same sense as was 
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described in the long bones of the leg, is certain. There is little if any mus- 
cular attachment to alveolar bone. The only muscular stimulation of any 
consequence to this bone is induced by occlusal impact with the opposing 
teeth. 

We may, therefore, have lack of growth of the maxillae and mandible 
and also lack of growth of alveolar bone surrounding the roots of the teeth. 
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The latter is the most common to be encountered by the orthodontist and it is 
lucky for him that this is the case. It is doubtful if growth in either the max- 
illae or mandible can be accelerated by any mechanical appliances attached 
to the crowns of the teeth. Any acceleration in the growth of these bones 
must be attributed to either improved metabolism or muscular stimulation. 
The latter in two ways,—first, by direct attachment of the muscles to the 
bones, as was observed in the long bones of the leg and arm; second, through 
occlusal stress with the opposing teeth during normal functional use of the 
muscles of mastication. Lack of growth of alveolar bone may be more pro- 
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nounced in lateral enlargement in one ease, in forward enlargement in another 
ease, and in vertical enlargement in still another case, but usually it is found 
to affect the enlargement of the bone in all three directions more or less 
simultaneously. 

The ‘orthodontist should ever have in mind that a simple malposition of 
one tooth when it erupts may be the cause of the development of a pro- 
nounced malocclusion. Malposed teeth are frequently subjected to abnormal 
occlusal stress, which is certain to retard normal growth of alveolar bone 
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and the longer a tooth is permitted to remain in such a position the greater 
the danger of permanent injury to the bone surrounding the root. 


In order to move a tooth from one position to another without dislodging 
it from its socket, the bone around the root or roots must undergo certain 
changes. It would appear from the literature that some orthodontists con- 
sider such change in position entirely a mechanical one, just as if they were 
working on material devoid of life. The fact is that the investing tissues of 
the teeth are exceedingly vascular and very much alive. When proper 
pressure is applied to the crown of a tooth so as to move it into the position 
it would have occupied if there had not been any interference with nature’s 
processes, we know that the tooth will move as desired. If this pressure can 
be so gauged as not to move the crown faster than the bone can absorb in 
front of the tooth, it will be found that tooth movement is accomplished 
without tipping in many cases. Excessive pressure on the other hand almost 
always results in tipping of the tooth during movement unless the mechanics 
of the appliance are such as to prevent it. 


Pressure applied to a tooth causes absorption of bone. If properly ap- 
plied and not excessive, new bone is formed in front of the bone that is 
being absorbed. If such were not the case, the roots of teeth moved a greater 
distance than the thickness of bone over their roots in the direction they 
are moved would be entirely denuded of bone. New bone forms to close up 
the space from which the tooth is moved and in order that the parts shall 
be in proper balance, the excess bone is absorbed. When teeth are directed 
or if necessary moved to their proper positions during development, do you 
not see how much less absorption of bone is required? Is it not fair to 
assume that teeth which have erupted and grown in their proper positions 
are surrounded with bone far more capable of withstanding inroads of dis- 
ease than teeth that have been moved after they have fully developed? 
It would, therefore, seem that the greatest service we can render to our 
patients is to guide the erupting and developing teeth into their proper 
positions. This is not the lazy man’s way nor the quickest way but it is 
the best way. 

Before appliances are placed on either the deciduous or permanent teeth 
it is essential that we procure an accurate set of plaster models of the teeth 
showing not only the teeth but the tissues over their roots; an accurate set 
of photographs of the face, both profile and front view and a complete set of 
radiograms showing the condition of the tissues around the roots of all the 
deciduous and permanent teeth. <A careful study of these will be found very 
helpful in determining when and how to proceed with the treatment of the 
case under consideration. When a complete set of radiograms is taken in the 
proper manner it is possible to determine the congenital absence of tooth 
germs; the stage of development of the permanent teeth; the positions of 
the developing permanent teeth showing whether they are malposed or mal- 
turned and the extent of absorption of the roots of the deciduous teeth. 


When the deciduous teeth have all been lost and their permanent suc- 
cessors have erupted, prior to the beginning of treatment, radiograms are 
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necessary to show the presence or absence of the second and third molar 
tooth germs and also the condition of the roots of the permanent teeth and 
the tissues around them. In addition to these it will be possible to detect 
the presence of various anomalies such as supernumerary teeth, cysts and 
odontomata, before treatment is begun. 

Owing to the congenital absence of the second premolars in many eases, 
it is doubtful if we have any right to use the second deciduous molars for 
anchorage of appliances, without radiograms to show that they have per- 
manent successors. It has been observed that the use of the teeth in ques- 
tion for anchorage of appliances hastens the absorption of their roots in 
many cases. 

We believe the day is not far distant when it will be considered good 
practice to procure radiograms of carious deciduous molars before they are 
filled; and that when their permanent successors are absent, and there is 
no involvement of the pulp, or absorption of their roots that these deciduous 
teeth will be treated as if they were permanent and filled in the best pos- 
sible manner to preserve them. 

When appliances are placed on the deciduous teeth it is of the utmost 
importance that the deciduous molars used for anchorage are not rotated 
unless such is required to permit them to occlude properly with their an- 
tagonists. Improper rotation or tipping of the deciduous molars may so dis- 
turb the power to masticate that it is little wonder that some have ques- 
tioned the advisability of placing appliances on deciduous teeth. It is of 
even greater importance that the permanent molars used for anchorage are 
not rotated and thrown out of proper coordination during treatment. Many 
cases have been observed where this was done and no doubt left with the 
hope that they would return to their former positions. This rarely, if ever 
occurs with the first permanent molars. 


PERVERTED MUSCULAR FORCE 


Perverted muscular force such as mouth breathing, lip biting, sucking 
the tongue, biting the cheeks or nails, sucking the thumb or finger, abnormal 
contraction of certain muscles, ete., have been observed to affect normal 
growth. In such cases the alveolar bone is the part most affected and not 
the bone to which the muscles are attached. The longer such pernicious 
habits continue the greater the disturbance as a rule. The earlier these are 
recognized and corrected the easier it is for all concerned. 


MALPOSED AND MALTURNED TEETH 


Any tooth of either the deciduous or permanent dentition may be mal- 
posed and fail to erupt, but this abnormality is found far less frequently in 
the deciduous than in the permanent teeth. Careful study of radiograms of 
many cases showing such manifestations will tend to convince one that the 
tooth germ when formed was malposed. Malturned teeth in like manner are 
the result of the tooth germ forming in an improper position, but most of 
these erupt. 


Some years ago I observed that the mandibular second premolars were 


i 
: ¥ 
a 
= 
a 
. 


Early Treatment of Malocclusion 205 


more liable to be malturned than any other tooth so I conceived the idea 
that the reason for this was failure of absorption of the roots of the second 
deciduous molars and that the irregular-shaped crown of the second pre- 
molars which usually forms between the roots of the deciduous molar fol- 
lowed the course of least resistance and rotated during development. A fine 
theory but absolutely impractical. A number of maxillary second premolars 
have been encountered that were rotated a complete half turn. It is obvious 
that such a position cannot be attributed to obstructions. The best explana- 
tion we have is that the tooth germ was laid down in an improper position. 
It is doubtful if a developing tooth can meet with obstructions that will 
cause its rotation prior to eruption. In order for this to take place it would 
be necessary that two or more obstructions be encountered and that they be 
so placed that they act in harmony to produce such a result. Deflection of 
a developing tooth is quite a different matter, for in this case but one ob- 
struction is necessary. 

Owing to the fact that there is never any fibrous attachment to the 
enamel surface of a tooth it is quite possible to fit bands on malturned 
premolars as soon as they erupt and rotate them during development. When 
such a procedure is followed the spur on the band should be soldered well 
to the gingival border and left long and bent up so that it extends above the 
free margin of the gum. This facilitates the placing of the ligature. The 
attachment for the other end of the ligature should be so arranged that 
there is a tendency to lift the tooth out of its socket as this is most im- 
portant in rotating any tooth. 


PREMATURE LOSS OF DECIDUOUS TEETH 


Premature loss of deciduous canines and molars in either the maxillae 
or mandible permit the permanent teeth adjacent to the lost tooth to drift 
from their normal positions and encroach on the space that should be oc- 
eupied by their permanent successors. Whenever it is possible to maintain 
the space where such teeth are lost it is advisable to do so. It has not been 
observed that premature loss of deciduous incisors is followed by a similar 
result. This, no doubt, can be accounted for by the growth spaces that 
occur between these teeth and also between the deciduous laterals and canines 
when normal development has not been interfered with. 


ANOMALIES 


Anomalies such as supernumerary teeth, congenital absence of tooth germs, 
eysts and odontomata often cause malocclusions. Overgrowth of the man- 
dible and maxillae are so rare that they may be placed under this heading. 
All such anomalies that can be removed should be attended to as soon as 
possible. Fig. 5 is made from a set of plaster casts given me by your presi- 
dent. If the two supernumerary teeth in the front of the maxillae had been 
removed as early as possible is it not logical to assume that the central 
incisors would have had a better chance to take their proper positions? 
Underdeveloped deciduous dental arches should be developed until there 
is sufficient room for the permanent incisors and when these erupt and are 
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placed in their proper positions (except malturned maxillary laterals) the 
appliances should be removed and the case kept under observation. During 
this period the first permanent molars usually erupt and if found to be too 
far lingual as is often the case they should be carried buccally during the 
growing process so that when their roots are fully formed they are in their 
normal positions. 

Many of you no doubt wonder why the maxillary laterals are excepted 
in this treatment, believing that the earlier malturned teeth are rotated to 
their normal positions, the better. Careful study of radiograms of the maxil- 
lary canine areas will show that from the eighth to the eleventh year the 
crowns of these teeth are so close to the roots of the laterals that it is safer 
in most cases not to rotate them until later. There are a few cases on 
record of absorption of roots of permanent teeth and while it has not been 
definitely determined what is responsible for this absorption it is possible 


Mig. 3. Fig. 5-A. 


that the lateral root would be more liable to absorb if brought in contact 
with the canine crown or its enveloping sae. 

It should be the aim of the orthodontist to treat the cases that come 
to him early in life in such a way that treatment is finished when all the 
permanent teeth except the third molars are fully grown. By following this 
course we are assisting nature during the developmental period. Careful 
and intelligent use of delicate mechanical appliances causing slight stimula- 
tion in the proper direction, without causing pain, are followed by far more 
beneficial results than are other forms of treatment. We should ever bear 
in mind that pain is nature’s way of letting us know that something is wrong. 

It has not been proved that unerupted third molars malposed or otherwise 
have any effect on the teeth in front of them to cause malocclusion. That 
malposed third molars which cannot erupt should be removed is conceded good 
practice as they are very liable in time to cause decay of the second molars. 
It is not advisable to conclude too early in the growth of these teeth that 
they are hopelessly malposed or will not develop to a place where their 
removal will be simplified. If every orthodontist in the world would sys- 
tematically procure radiograms, once a year, of the third molar areas of all 
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patients under treatment it would be but a few years until definite and valu- 
able information regarding these teeth would be available. The orthodontist 
has the best opportunity of any branch of the profession to perform this 
service and should be the most interested and anxious to solve the problem. 


DISCUSSION 


Dr, Abell.—I was very much interested in this paper, and as it was being read it oe- 
curred to me that what we are trying to accomplish, of course, is the proper development of 
the bone as well as the proper arrangement of the teeth. We frequently find that in our 
attempt to arrange these teeth and stimulate growth, it is necessary to disarrange them for 
a time. This produces a traumatism when the teeth, are approximated. Sometimes this per- 
sists after we think we have the teeth arranged in normal occlusion. Some of us are paying 
a great deal of attention to the factors of diet and habits of living, so that we may help 
in the matter of growth, but these efforts will be rendered nil, in a measure, unless arrange- 
ment of the teeth is properly managed. 

Unless we can preserve vr bring about proper function of these teeth, even when they 
are in malocclusion, in moving from one position to another to get them into normal oe- 
clusion they are sore and the patient will use those teeth that strike abnormally during move- 
ment, and there won’t be a good growth then, or a proper growth following. I would like 
Dr. Ferris to tell you how he brings about proper function in the mouth and jaws of the 
patient, so that growth may take place. Is Dr. Ferris here? I am sorry he is not, because 
I shall have to give it to you very lamely. I should have thought that Young would have had 
something to say on that, too, because a number of years ago he adopted a similar method 
among some of his patients. 

Ferris told me, that he had made a number of little pure rubber dumb-bel's, as he 
called them, and each of his patients was given a box containing one. The patient was in- 
structed to masticate upon the dumb-bell ten times, at least once during the day, and espe- 
cially with the teeth that were sore. He said the soreness disappears, the growth is better 
and functions correctly, and there is no favoring of these teeth so that there is a lack of 
growth where it is wanted. 


Dr. Suggett.—I am very heartily in accord with Young’s paper, for I think it is in 
harmony with the new philosophy we have in orthodontia. Our whole philosophy has changed 
from tooth movement to one of development. I think it would be advisable if we changed 
our mode of conveying this idea to our patient. Rather than speak of the movement of teeth, 
we should impress on his mind the idea. of development and growth. The only way we can 
get satisfactory development is to take the patient while he is yet in the growing stage and 
aid development of the teeth as Young has demonstrated. I think that is a very important 
part of the philosophy, that it is not the tooth movement per se that we are talking about; 
it is a problem of growth and development and it should be stressed in that way. 


Dr. Ketcham.—I am greatly interested in this most excellent paper. Young first dwells 
upon the benefits of prevention. If we could educate the mothers of our little patients along 
lines dealing with nutrition and growth, it would help greatly. This has been clearly shown 
by Hoffman and Brusse in their presentations. 

Young has also spoken of the valuable aid of the radiograms in diagnosis, and I want to 
emphasize that point. We must have in every case, if we are to make a thorough diagnosis, 
all these various aids. 

Just recently in checking up on third molars with the extraoral radiographic plates, 
I have discovered in two cases the presence of fourth maxillary molars. In the first case, 
that of a girl of sixteen years of age, the third molars are apparently occupying positions 
which are nearly normal, though they have not descended quite to a level with the cemento- 
enamel junction on the distal surfaces of the second molars, while the crowns of the fourth 
molars are fully formed and occupying a position just posterior to the third molars, and at 
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an elevation to the third molars corresponding to the relation of the third molars to the 
second. In the second case, that of a boy of eighteen years of age, the maxillary third 
molars were almost fully formed, having well developed crowns, while the fourth molars 
were much smaller and only the crowns formed, and were superimposed upon the crowns of 
the third molars which were impacted at the posterior side of the second molars and near 
the root ends. The boy was suffering from nervous disturbances. 

The radiograms have revealed another interesting fact in regard to delayed calcification 
of some teeth. I first noted this several years ago in the case of a boy, ten years of age, 
who apparently had congenital absence of six permanent teeth. A year later one of these 
apparently congenitally absent teeth, the right maxillary second premolar, started to calcify 
so that the deposit of enamel was easily discernible in the radiograms. I might add that the 
first radiograms showed the crypt of this tooth, while of the other five teeth mentioned, no 
crypts were discernible and. these teeth are absent. That tooth started to calcify six or 
seven years later than the average time. 


Another case was of a boy we started treating at six years of age and apparently 
there was congenital absence of the left mandibular second premolar, no crypt showing 
in the radiograms. Now he is eleven and calcification is beginning to start in the crown 
‘of that second premolar and the occlusal surface is tipped towards the mesial root of the 
first permanent molar and is going to present a bad case of impaction. 


Young spoke of rotation of molars used for anchorage, usually the first permanent 
molars, due to a little wrong adjustment of appliances. That is an important point which 
we must watch very carefully because it does cause serious trouble and that trouble may be 
shown in models made after the case has been out of our hands for many years. The same 
is true of tipping anchorage teeth. 


I think that is all I have to say in the discussion of this paper, and I am very 
glad Young has brought this subject of early treatment to our attention. 


Dr. Brady.—I heard only part of the paper, but there was one thing that attracted my 
attention. I understood that the essayist claimed that in the movement of teeth it is to be 
taken for granted that the bone absorbs on one side and is deposited on the other. I am 
quite surprised that Young should take that stand at this late day. That has been con- 
clusively disproved over and over again. 


I wish that all the members ef this society might know more thoroughly the results 
of some experiments that Dewey made which helped to disprove this old belief as much as 
anything else. One summer Dewey took it upon himself to run an experimental dog institu- 
tion where he had twenty-five or thirty dogs that led him a merry old life. He did quite a 
lot of experimental work on moving the teeth of those dogs, and when he began to develop his 
findings he found that he had proved some things he never expected to prove, and that he 
did not prove what he started out to prove. 


Among other things, he discovered that when pressure was brought upon the teeth 
of these dogs, the bone did not absorb and then fil! in behind them as had been previously 
supposed, except in a very limited way. What really occurred was the actual bending 
and springing of the bony structures, followed by growth, and growth in the most unexpected 
places. This growth was not only in the immediate region of the teeth but over the entire 
area of the skull. There seemed to be a stimulation of the bone cells by the pressure 
brought upon the teeth, and this new growth extended away out beyond the territory immedi- 
ately affected. I have never seen a full report of Dewey’s experiments, but I hope that 
the time may come soon when he will get the matter in shape for a complete report. 


If bone absorbs as we used to believe it did, it would be only a short time until a 
great many of the molars and premolars we handle would be out in the open air. Of 
course, there is some absorption of bone and some rebuilding, but not nearly to the extent 
that we formerly believed. I am surprised that Young should take that position at the 
present time. That is the only comment I have to make. 
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Dr. Dewey.—I had hoped I could avoid this discussion, but the statement made by 
Brady is what we found to be true. I hardly think it is fitting at this time to go at length 
into the discussion of that because I have with me but little evidence to prove what Brady 
has stated, and I think the statements Young made are not exactly what he means. 

The question of early treatment is undoubtedly important and I am rather sorry that 
Young has not gone more into the mechanics of early treatment and shown some of the 
devices and appliances he employs to produce these developments about which he talks. 
Possibly we can persuade him to do that some other time. 

The paper is one I enjoyed very much and one which covered a large field. The rela- 
tion of the third molar to the dental arch is another thing that should be considered. I 
believe it plays a great part and sometimes accounts for the occurrence of malocclusion. 

The reason I have never presented my full findings in regard to the above charges 
which occurred in dogs is because they were so startling, and what I have presented at 
various times the members have not been disposed to accept, so I have rather taken the 
attitude of simply going ahead and working these things out for myself and watching 
the rest of the world go by. 


Dr. Abram Hoffman.—tI do not believe I can add anything to the paper. I have en- 
joyed it immensely. The last slide that was shown on the screen impressed me with the 
thought that a great deal can be done in the prevention of malocclusion by the early recogni- 
tion of trouble by the general practitioner. The slide showing the supernumerary teeth 
and their effect upon the permanent teeth was impressive to me. I think there is a field 
for a great deal of work along those very lines and also in getting the general practitioner 
as well as the orthodontist to recognize these contributing factors. 


Dr. Hawley.—I do not want to prolong the discussion beyond the time allotted for it, 
but there are a few things I might say. On general principles I think we all heartily con- 
cur in what Young has said. I am sorry that the last speaker said time did not permit 
of his going into it a little more, particularly the mechanical part. 

Now while this early treatment is desirable, the indications of the paper are that it 
should tend in the direction of using simple things in stimulating the normal function of 
the teeth. That corroborates a great deal of our earlier experience, which I had ten or 
fifteen years ago. It would indicate that the advocacy of early treatment does not mean, 
as we did then, to put on appliances of a type that will interfere with the function of 
mastication, the function you desire to cultivate. Many appliances we used years ago 
did that and we got results that were worse possibly than the condition we started to cor- 
rect. Now that should be very carefully avoided in early treatment. This matter of put- 
ting appliances on a child four or five or six years old and carrying them through six 
or seven years of continual treatment, of continual appliances on the patient, I think should 
be very carefully avoided if possible. We have many methods before us today that prevent 
the procedure which interferes with the very function we wish to cultivate. 

The work Ferris and Rogers have done and the simplification of our appliances aids us 
very materially in the right direction in this early treatment. Necessary as it is, it must be 
carefully done so as not to interfere with natural function. With that modification I think 
we can emphasize the facts stated in Young’s paper and heartily concur with all the things 
he has said. 


Dr. C. R. Baker—I have always considered early treatment as very important. If we 
take, for instance, a case of extreme abnormal jaw relation: all of the years that these 
jaws are developing abnormally, all of the other tissues of the lower portion of the face 
and some of the tissues of the neck are also developing abnormally to fit the jaws which 
are not in their proper relation. This means that in order to produce a normal result, 
many changes in development and extensive growth will be required which might have been 
prevented in a great measure if early treatment had been given. Early treatment seems 
quite logical to me, with the idea of helping the jaws to develop normally instead of wait- 
ing until abnormal development has occurred and then trying to correct it. 
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There is one thought in the paper about which I would like to inquire. Does Young 
advocate leaving the mandibular second deciduous molar in place in the arch in a case 
where the mandibular second bicuspid premolar is congenitally missing? I know that in a few 
cases these deciduous molars remain throughout the lifetime of the patient but I believe they 
are more frequently lost while the patient is still fairly young. There is such a discrepancy 
in the mesiodistal widths of the deciduous molars and premolars, (nearly 3 mm. in some 
cases) that it is impossible to obtain normal occlusion of all of the other teeth if the 
deciduous molars are left in place, and if they are lost later, there will remain a larger space 
than if they had been removed previously. If they are taken out early enough, the 
permanent first molars may be influenced to move mesially and take up that space. In some 
eases I believe it might be advisable to remove the mandibular deciduous molar and also 
extract a corresponding premolar tooth from the maxillary arch in order to harmonize the oc- 
clusion of the teeth on that side of the mouth. 


Dr. Pollock.—An oral surgeon, a man of considerable experience in his relation to 
orthodontists, said to me once, in making a criticism of orthodontists, ‘‘ You orthodontists 
begin with the teeth and you end there.’’ I am very glad to see within the last few years 
the views we have on the horizon indicate there is something else included in the treatment 
of malocclusion in addition to mechanical appliances. 

If we are to mean by early treatment, observation, and checking up and supervising of 
the eruption of the denture, I am highly in accord with early treatment. If it means 
the placing of mechanical devices on deciduous arches and keeping them there over a 
period of years, during the eruption of the teeth, I have never been compietely convinced 
that it is a proper, judicious procedure. 

The way we should view these questions, even after an experience of years, is this: 
Should we desire such a procedure practiced upon our own little children? 

Muscle training has come into the field, and we have been shown that we are able 
to accomplish great things with it. Bone development, diet and a number of different 
things have appeared which indicate we are able to achieve results with malocclusion by 
supervision, and treatment in addition to mechanics. 

I think, however, a note of warning should be sounded upon the early treatment of 
malocclusion. Perhaps I am pessimistic, but personally I, as well as many others, felt 
that we had done a great deal of good in the treatment of early malocclusion—I mean 
deciduous dentures—until the advent of the x-ray which changed our opinions in dentistry 
in a great many things. Intermaxillary anchorage is an intensely violent thing to put on 
growing tissues. The radiograms revealed to us a great many things we had done with the 
anchorage unknowingly. 

Exodontists, with years of experience, are now pointing the accusing finger at us 
and telling us we are using too much pressure, too many mechanical devices on young 
children. After all, we have to admit that mechanical devices, as we know them today, 
while highly improved, have much guesswork about them. It is a matter of finger springs 
and pressure applied here and there, and we largely have to guess as to how far the pres- 
sure is going to exert itself. 

The points emphasized in this paper of early treatment, theoretically, I believe, are 
excellent, practical and judicious. From a standpoint of mechanical devices, however, I am 
extremely doubtful. The pendulum has swung a little too far in the placing of mechanical 
appliances on young children’s teeth in the past. 


Dr. Waugh.—I am so heartily in accord with what Young has said in the paper and 
with what I know his practice to be, that I feel the time would better be taken by some 
one whose thought does not so closely coincide. The case reports of early treatment which 
I shall give tomorrow were suggested by the title of Young’s paper. 


Dr. Tanzey.—I was in and out so much during the reading of the paper that I do 
not feel qualified to offer any discussion. The part I heard I enjoyed very much, but I will 
enjoy it more in reading it in the journal. 
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Dr. Lourie—I feel that there are several points that have not been touched on in 
the discussion of the paper, that ought to be taken up, even if it is getting late, as I am 
aware. 

The expression ‘‘early treatment’’ naturally denotes that it is a relative proposition. 
Now I gather from Young’s paper that by early treatment he means the guiding of the 
developing second denture. He has not recommended treatment earlier than that, and that 
conforms with the conclusions that I have arrived at and have been following for some 
years—that is in average cases. There are exceptional cases which justify treatment of the 
deciduous denture when there are no permanent teeth erupted. Young states that he doubts 
if the permanent teeth are deflected in their eruption by the roots of the deciduous teeth 
to the extent that we have previously supposed. I believe that I am in agreement with 
him there; at least I know that making plenty of room for unerupted permanent teeth 
does not always result in their erupting into their normal positions. That being the case, 
I doubt the advisability of using mechanical devices as a basic practice in enlarging 
deciduous arches to provide room for the eruption of the permanent teeth. 

Now is it possible to do anything in influencing the unerupted permanent teeth? I am 
impelled to have something to say upon this because Young referred to a particular condi- 
tion in which he would not attempt to rotate permanent lateral incisors because of the 
possible injurious effect resulting from the proximity of the unerupted canine teeth. I 
have adopted the same policy, partly because of some cases in which it was reported, I be- 
lieve, at our Toronto meeting of absorption of lateral incisor roots. I have adopted the 
practice of waiting until the canines have erupted far enough so there will not be danger 
of bringing the lateral root into contact with the canines or their developing crypts. 

Now, within the last two years I feel that I have come upon a possibility of influencing 
these canines without bringing direct mechanical force upon them, and I think you can all 
picture the arrangement of the unerupted premolars and laterals in a great many cases. 
The canine is aligned labially to the lateral and the space between the premolars and the 
lateral is entirely too small for the eruption of the canine. Now when anything has been 
done to allow the relief of that condition, it has commonly been the extraction of the 
deciduous canine to allow the permanent canine to erupt better. You will find many cases 
where the canine is developing over the lateral incisor, the unerupted canine apparently 
crowding the root in and causing a fan-shaped arrangement of incisor crowns. That tooth 
could not erupt in its normal position even if the deciduous canine were removed. The 
canine is held mesially to normal by the unerupted premolar. If the deciduous first molar 
should be extracted, the premolar may erupt and release the contact which is holding the 
canine, causing it to erupt mesially to its normal position. 

Now, this is not entirely a theory. I have released such canines by that procedure, 
and I want to ask the members here to examine their casts and particularly radiographic 
pictures and see if they do not find that condition frequently. I would like to make a 
report on this thing at some future meeting because I believe it is going to enable us to 
relieve this crowding of unerupted canines previous to the time when we could bring 
mechanical pressure upon them. 


Dr. Eby (closing).—I wish to thank you in the beginning, also in behalf of Dr. Young, 
for the splendid manner in which you have received and discussed his paper. 

In the past the principle of waiting until all of the deciduous teeth were replaced 
for the treatment of malocclusion was practiced, taught in colleges and advocated by the 
early specialists. While from the standpoint of anchorage ete., there are mechanical ad- 
vantages and after a certain age, when the deciduous teeth are partially absorbed, it be- 
comes necessary to await this period, nevertheless the value of early treatment has been 
recognized and generally established excepting in the minds of a few ‘‘die-hards,’’ which 
is the result of these earlier methods. 

The fact in its finality remains that in orthodontics, teeth are utilized for the attach- 
ment of apparatus for the purpose of changing the position or relation of teeth, but the 
phenomena of movement and the stimulation of vital activity is vested within the surround- 
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ing bone and other tissues. This brings the conclusion that while the teeth are utilized 
as a mechanical medium and their position the ultimate objective, they are nevertheless 
incidental to their surrounding tissue from a scientific standpoint. It is my belief that 
Young has written this paper for the purpose of interpreting the essence of the principle 
of the preventive and constructive value of the early recognition and proper treatment of 
malocclusion as being of far more valuable service than the more extensive corrective efforts 
attempted later. 


The field which Young has covered includes the fine point of decision as to whether 
the deciduous arches should be corrected or not. This depends largely upon the extent of 
malocclusion in the deciduous arches and the tractability of the individual child, but if the 
malocclusion is of such a type as to seriously disturb the development of bone in normal 
directions either by retardation, restriction or overdevelopment, interference certainly should 
be made. The particular age to which I interpret Young to refer is from the time of the 
full euption of the first permanent molars to the age of the loosening of the deciduous 
posterior teeth. The fact has been proved that the development of the normal skull must 
include normal dental arches. It is known that the influence of malocclusion thus effecting 
the form of the maxillae and mandible extends a far-reaching effect into the bones of the 
face and cranium. For all that may be said for the advisability of later treatment there 
must be recognized an admission of failure at the age when advanced. conditions could have 
been prevented. It is exceedingly discouraging to observe the narrow-featured individual 
who from the restriction of lateral development possesses the deep-vaulted palate, elevated 
and narrowed nasal space ete., with a predisposition toward nasal and sinus infections, ear 
involvements and numerous other harassing burdens which have been developed too far to 
correct. It is with equal despair that at times we observe the overdeveloped or underdeveloped 
mandible with the impairments of function, appearances and effect upon temperament which 
it produces, all of which has developed too far, but which could have been prevented. 


I believe that a fair analogy may be found in the consideration of a train which 
has jumped the track. Is it better to place it back on the track immediately or should 
it be allowed to continue off the track in the hopes of intercepting another track on which 
it may be placed? Such thought is entirely out of reason, but no more unreasonable than 
the difference between the value of early recognition and correction of the first stages of 
malocclusion, thereby placing nature back on her own schedule of normal growth and erup- 
tion of the permanent dentition. 


It is this treatment to which Young alludes, and has illustrated in other bones of the 
body how nature’s own reactions assist to the end sought. To grasp the sense of normalcy 
in bone both as it relates to volume and form, and the general harmonious scheme as the 
maxillary processes relate to the entire skuil necessarily requires that the teeth must be in 
normal position. 

The work which T. H. Bast presented to this society in 1922 illustrated clearly the 
fact that the bone corpuscle divides by mitosis, after which the cells drift apart, thus causing 
a gradual interstitial re-arrangement within bone which as a constant process renders it 
a plastic substance which necessarily must respond to the various stimuli to which it is 
subjected, and which will undergo changes from within controlled by such suggestions as 
well as to meet the local needs of supply and demand. 

I do not clearly understand Brady’s statement, and I wish Young were here to 
answer him personally, but he seems to infer that bone is an elastic substance which will 
yield to forces by being sprung, or which will yield at certain weaker points to be ultimately 
brought into a passive stage by retention. It is true that definite deposits of new bone 
are to be found in the region of the median suture and adjacent to the alveolar lamellae in 
the expansion of maxillary arches, but this nevertheless does not prove that the basis of bone 
growth under mechanical stimulation, as properly applied, is not interstitial. 

In regard to Baker’s question concerning the retention or removal of the second de- 
ciduous molars in the absence of the second premolars, I feel hesitant in answering that 
question for Young beyond a point of reason. I have observed in a paper which Young 
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presented to this society a few years ago on the subject of compromise treatment, also at 
other times, that he is a very keen observer in the finer points of occlusion. I believe that 
in a ease of acceptably good occlusion wherein the second deciduous molars were present 
he would be governed entirely by the condition of the roots of the deciduous teeth. If they 
showed no signs of absorption and were performing useful function with assurances for an 
indefinite period they would be retained, but if by the absorption of the roots their loss 
would be assured within a short time. I believe that he would cause the teeth to be 
removed and advance the molars one plane forward, so as to prevent any tooth injury or 
future complications which might attend mechanical restorations. 

Hawley and others have alluded to the apparatus to be used as a general indication 
in the early treatment cases. I am positive that Young’s policy in this matter is to in- 
sert apparatus as lightly and simply as possible with the intention of its removal as soon 
as the occlusion and other conditions would indicate self-retention. This also is necessary 
to prevent the presence of the apparatus from effecting a general growth in all directions. 

Pollock very aptly stresses this point. He refers to the danger of the prolonged 
wearing of appliances in the presence of deciduous teeth. Such practice is merely tem- 
porizing beyond true science and is treacherous indulgence. Early treatment refers strictly 
to the overcoming of the original complications following which the teeth should be re- 
leased. Pollock also referred to the muscle training which is directly in line with this 
subject and which I know Young highly recognizes, approves and practices. 

I am sure that Lourie has grasped Young’s main idea and has well expressed it as 
referring to the question of guiding the development of the second dentition through the 
medium of the deciduous arches and the intervening period which follows during the erup- 
tion of the permanent teeth. The question of the removal of the maxillary first deciduous 
molars which Lourie brought out is a new thought to me, but an exceedingly interesting 
one. This is a very logical suggestion because of the fact that the space occupied by the 
deciduous molars is slightly greater than that occupied by the premolars. The permanent 
canines are usually inclined slightly anteriorly from a vertical line when they appear and 
will thus naturally fall directly into position by taking advantage of the space thus gained. 
Of course the exactly correct execution of this operation is ene which would require great care 
and study in any individual case, but is nevertheless very valuable. 

I certainly have felt that Young’s absence has been very greatly the society’s loss 
and I have felt very remiss over my ability to read this paper and reply to the discussions 
in any manner which would in the least compare with the value in the points which Young 
would have brought out personally. However, under the circumstances it has been a pleasure 
to do my very best for you and for him. Young in his characteristic steadfastness in the 
personal practice of his convictions has insisted that it would not be best to offer a reply to 
the discussions, which is very admirable. Under these conditions I wish to express to you 
again my appreciation in behalf of Young and I also wish to more volubly express to him 
the appreciation of the American Society of Orthodontists for his service to us in the 
preparation of this paper. 


i 
3 
| 
| 
| 
€ 
i 
4 
} 
5 
4 
J 
iz & 
a 


GLANDULAR INFLUENCE CONSIDERED IN SKELETAL DEVELOP- 
MENT, FEATURING ORTHODONTIC TYPES* 


By Cuinton C. Howarp, D.D.S., ATLANTA, GA. 


HE object in presenting the subject of the internal secretions as applied 

to oral development is not to offer material of known definite value, but 
to call your attention to certain deficiencies of our diagnostic acumen, in 
which recent work seems to warrant this discussion. 


| Through our teachings, we naturally think that practically all etiologic 
factors responsible for malocclusion are of local origin. We have no teaching 
entity to aid us other than local causes. The tardy loss of deciduous teeth, loss 
of a permanent member, adenoids, tonsils, poorly contoured fillings or crowns, 
thumb-sucking, pacifier and other habits are of local influence. It is not denied 
that any one of the above will produce a disarrangement of the teeth, but we 
emphatically deny these superficial influences a place of such importance as 
has been taught in the past. 


In our opinion, based upon an observation of several thousand cases, the 
majority of individuals with malocclusion should be studied from a general 
standpoint with the help of medical men who have been properly trained in 
the diagnosis and treatment of the mouth. Fortunately, we have this 
privilege. 

For the past fifteen months I have studied general body development 
with twenty-nine physicians, as a member of the staff of the Good Samaritan 
Clinie, of Atlanta, an institution devoted to the diagnosis and treatment of 
endocrine disorders. In this work the development of bony tissue is one of 
the principal factors. The growth and progress of the arches and jaws have 
been made a definite phase of the general body observation, so that we have 
had the advantage of comparing deficiencies of the mouth with those of other 
portions of the body. : 

Let us recall the attitude of any one of the localized specialties of med- 
icine. Does the educated ophthalmologist attribute all of the eye diseases to 
local origin? Should you familiarize yourselves with his vision of this field 
you would be led to an intimate knowledge of all avenues of the human body. 


Surely it is high time that the orthodontist awaken from his long sleep 
which has been greatly lulled by the tune of mechanics, by the soothing airs 
of ‘‘bands,’’ piano wires, and brass string ligatures. In the recent past his 
dreams have been soothed by a fiddle tuned with ‘‘ribbon’’ strings and bracket 
clasps. The pity, the regrettable thought is. ‘‘Who has been made to pay the 
fiddler?’’ 


*From the Good Samaritan Hospital, Atlanta, Georgia. 
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CORRELATION OF THE JAWS AND BODY 


Let us take a comparatively simple condition (Fig. 1). In this mouth it 
is quite apparent that the arches or bone structures have failed to develop in 
sufficient width to allow the permanent teeth to occupy a normal position. The 
width of both arches has remained practically the same since early childhood. 
After a thorough investigation of any local cause, we can ascertain no satis- 
factory reason for the condition. Most likely we then direct our attention to 
mechanics and treatment, and very probably our efforts in broadening these 
arches to sufficient width to accommodate the crowded teeth will be successful ; 
this is a service provided the teeth will permanently remain in their new 
positions. For no apparent cause, regardless of length of retention, some of 
such conditions will, in an astonishingly short time, return to their former 
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Fig. 1.—This mouth demonstrates a typical Class 1 case and body contours and measure- 
ments correlate perfectly with his malformed mouth. His age is twenty-two years; his height 
is sixty-two inches, and there is a disproportion of four incnes in favor of his long bones. 


malpositions. We treat the second time with a similar disappointment. Finally 
we give up in despair or some resort to extraction to restore esthetics. Let 
me remind you that few essayists report their failures, also that many results 
illustrated are pictures taken immediately after appliances are removed, all 
of which add nothing to the actual value of treatment. The records worth 
while are those representing treated cases from three to five years after all 
appliances have been removed. 

Had this case been studied with the idea that its malformation merely 
represented a single link in a long chain of body developmental discrepan- 
cies, we would have advised accordingly and instituted orthodontic inter- 
ference with a full understanding as to the probable end-results. 


ENDOCRINE INFLUENCES ON BODY DEVELOPMENT 


Students of endocrinology agree that certain ductless glands play a def- 
inite rdle in controlling growth and development. Tc bring this forcibly to 
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your attention, I might mention a few types of individuals with which you are 
all familiar. Cretins present a classical picture of perverted growth. Dwarf- 
ism and gigantism are not uncommon types. Acromegalics always present an 
overdevelopment of the extremities and mandible. 


CRETINS 


The cretins, as based on clinical findings, are deficient in thyroid secretion. 
The most prominent physical markings are a decided retarded growth through- 
out, a malshaped cranium, retarded hair growth, short or stubby fingers, re- 
tarded mentality, and always malformed dental arches. I have had an un- 
usual opportunity in observing many of such cases and not one has failed to 
present one or more congenitally missing teeth. Several have been observed 
under five years of age and these have from one to three congenitally absent 
deciduous teeth. The failure of these teeth to form is surely not due to a 
local cause. The malformed hand, the deficient stature, and the malformed 
cranium were not directly produced by any extraneous influences. Should the 
orthodontists interpret ill-shaped and malrelated arches in such cases as hav- 
ing been produced by local causes? Should they expect orthodontic inter- 
ference to be effective? The bone in which the teeth are embedded is but one 
link in a chain made up of many misshapen links. The entire picture must be 
retouched before that small part, the mouth, ean be permanently cured. 


ACROMEGALICS 


Marie, in 1886, called attention to this peculiar anomaly. The pituitary 
eland is given credit for its production. The physical picture in advanced 
cases is as classical as that of cretinism. The overgrowth of hands, feet and 
lower face is unmistakable. The lower jaw and teeth protrude anteriorly. 
After these bone defects are once established no reduction is possible. The 
orthodontist should immediately recognize such types of malocclusion as being 
beyond the realm of his field. Regardless of his efficiency his efforts will be 
in vain, as long as the overgrowth of bones is in progress. (Fig. 2.) 

Literature gives practically no information on acromegaly in children. 
Some authors state that it never occurs in preadolescent individuals. In our 
opinion, we have observed and attempted treatment on cases of acromegaly 
as young as twelve years. As they passed into postadolescence, the picture 
became more pronounced as well as most convincing. Orthodontic treatment 
was a miserable failure, for as previously stated, such anterior mandibular 
protrusions are not within the field of orthodontics. Our best service is to 
recognize these conditions and in such save the individual useless expense and 
inconvenience. 


HYPOGONADS 


The gonads or organs of reproduction have a great influence on osseous 
or body proportions. In lower animals, horses, cows, hogs, ete., the effect on 
body growth by their complete removal is common knowledge. In the human 
being some individuals suffer a retardation of s¢x development. The prev- 
alence of such conditions is not generally known, the reason for which is ob- 
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vious. Only a medical clinic for the study of endocrine disorders will reveal 
such secrets, so closely guarded by the individuals. 
Without discussing the many physical and temperamental deficiencies of 


Fig. 2.—A classical acromegalic face and mandibular development. 


definite hypogonad cases, you will be interested in what we believe has a new 
but direct bearing upon malocclusion. All cases presenting unmistakable 
hypogonadism have shown a marked disproportion in body measurements 
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and invariably have possessed a malformation of the dental arches. In fur- 
ther explanation of ‘‘body measurements,’’ it is explained that normal people 
should present a length from the crest of the pubic bone to the top of the 
head as equal to that from the pubic bone to the heel. A difference of the two 
measurements as much as two inches would be within the bounds of ‘‘normal 
variation.’’ A difference of nine or even five or six inches would indicate a 
disproportion of osseous growth (Fig. 3). More than fifty of such cases have 
been recorded in the Good Samaritan Clinie and not one has failed to present 
a decided malformation of the dental arches. 

We believe, definitely, that an individual with a disproportion in favor 
of long bones will present a malocclusion, as we believe ‘‘thumb-sucking’’ is 
an etiologic factor. 

We further believe that all fat people with normal body measurements 


Fig. 3.—This case shows the usual disproportion of a hypogonad. Note the manifest dif- 
ference in the long and torso measurement as described in the body of this paper. According 
to Englebach’s classification, which is used in this clinic, all hypogonads show this picture 
and in our experience they have all shown poorly developed arches. In this case the epiphyseal 
unions are lacking and although twenty years of age, she has never menstruated. 


will present normal dental arches, normal jaw development, and therefore 
normal occlusion. 

In closing this brief discussion, my appeal is for a broader vision in diag- 
nosing all phases of dental deficiencies. We should see further than that 
which is confined between the nose and chin. Our real worth to humanity 
depends upon the development of a teaching entity which directly correlates 
the diseases and deformities of the mouth and jaws with the entire body. 


(The author wishes to acknowledge the valuable assistance afforded him by Dr. Arch 
Elkin, Medical Director of the Good Samaritan Clinic.) 


CROSS CURRENTS IN THE OLD STREAM* 
By Jay P. MarsHatu, D.D.S., MAPLEwoop, Mo. 


# appearing before this society for the first time as an essayist, I am approach- 
ing the task with a great deal of uneasiness. Not, I must admit, because 
of my callow youth, for I have attained the middle ground of life, nor because 
I am new among you—a stranger among unfamiliar scenes—or that as I 
look over this gathering I miss the helpful flash of a friendly, hopeful eye, but 
rather because I am one of you and you are too painfully aware of my many 
shortcomings, and because my memory’s eye brings to my vision a long line 
of distinguished and scientific men who have preceded me as essayists before 
this body. 

Having surveyed my accomplishments, I find, to my chagrin, that I am 
neither distinguished, nor am I, on the other hand, scientific. I have not that 
to impart which will add to your mechanical cunning, improve your digital 
dexterity or prove a panacea which will remove a single one of the numberless 
difficulties that beset you in the daily practice of your profession. I bring but 
a simple message which I am vain enough to hope will be helpful to dentistry 
in St. Louis in the future, in some of its unscientific, but intensely vital, phases. 

According to the Bulletin, my remarks here tonight eve to be dissected by 
as fine a group of high-powered discussors as ever discouraged budding genius, 
or spread the wet blanket of cold, merciless scientific fact over the ambition 
of a neophyte in the field of dental literature. However, I shall go on to the 
end, with a bravery born of ignorance and inexperience. Should the salt of 
my remarks chance to find lodgment in any old wounds which are still open, 
please accept in advance my apologies, for I bear no malice, and the sting, if 
any, will likely be to some atrophied conscience giving its last gasp. 

Some nine or ten years ago, a certain outstanding (mark me, not outlying) 
figure in the local galaxy of dental luminaries, and whose fame seems secure, 
for abroad he is acclaimed, and at home he is spoken of with honor, wrote 
a paper entitled ‘‘What Is the Matter with Dentistry in St. Louis?” It 
is not surprising that a man so richly endowed as Doctor Simpson should 
make so epic a contribution to the current literature of dentistry. His is a 
pen which fairly drips witticisms, biting, burning sarcasms and stinging 
truisms. Upon re-reading, after many years, that most widely discussed prod- 
uct of his prolific pen, I am forced to the conclusion that at the time his 
mind conceived and brought forth that lusty mental child, the doctor must 
have been gazing at the dental world through a glass darkly, and not face to 
face, as he would undoubtedly view it today. 

I cannot point with pride to an unblemished record of forty years of 
conscientious effort toward the upbuilding of our profession, but nearly twenty 
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years have passed since I came amongst you. While my memory does not 
carry me back down the avenue of years to those haleyon days when every 
dentist in St. Louis was an intellectual giant, and the world had beaten a path 
to his doorway, there to garner the harvest of scientific pearls that fell from 
the lips of the mighty, it does carry me back to the ‘‘Simpsonian Dark Ages,’’ 
when every man’s hand was against his brothers. But the doctor was wrong 
in his diagnosis. He had not at that time acquired the x-ray eye which has 
since made him so precise, definite and infallible in his findings. There was 
not then, there never was, nor is there now anything the matter with dentistry 
in St. Louis. 

There was at that period a very great deal wrong with some small groups 

and individuals, who, in the fulness of their conceit, mistook themselves for 
dentistry in St. Louis. But they were not what they believed themselves to 
be. They were but a pathologic, and a natural pathologic manifestation of 
an unhealthy trend of thought at that time. 
In those days, the youth, fresh from college, with unspoiled mind and a 
deep, abiding faith in the honesty of purpose and disinterestedness of the so- 
ealled leaders of the profession, was eagerly recruited by one or the other of 
the contending groups operating under the false banner of high professional 
motives. What a rude awakening was in store for him when his eyes were 
opened! Where he thought to find unselfishness, only the meanness of self- 
ishness was disclosed. The cloak of lofty ideals was found to be but a shroud 
covering the evidence of throttled ambition. Practically every so-called effort 
for the betterment of the profession was, on closer scrutiny, found to be but 
a stalking horse for personal or clique aggrandizement or preferment. Con- 
trol of a few petty offices in local or state organizations was of more moment 
to the political lick-spittles of that day, who masqueraded as honest men of 
lofty purpose, than the advancement of the profession. I hold no brief for 
individual or clique—all were guilty, in a greater or lesser degree, according 
to their talents. 

These are the reasons why our light, which for so many years burned with 
the fierce white light of notable scientific achievement, has seemed dim for 
some years, and the flame of organized effort and leadership, but a flicker. We 
have now, and always have had an abundance of the oil of ambition, as well 
as the wick of intellectual purpose and professional leadership, but at that 
time we permitted ourselves to be handled by a parcel of unwise he-virgins 
of doubtful purpose. 

Possibly I should apologize for the intemperance of my remarks and 
their shameful frankness, but I shall not. These things have been whispered a 
thousand times on every dental street corner in St. Louis. Let us be frank 
with ourselves—have the unpleasant thing out in the open, where all may 
view it, so that, in future years, we may not again fall into similar unhappy 
ways. 

The reaction from those dark days has been gradual but steady. Many 
things have contributed to that change—a broader, more generous, more 
wholesome viewpoint on the part of the rank and file, coupled with an un- 
selfish leadership. But, most of all, it seems to me, that the change has been 
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brought about by that marvelous institution the St. Louis Study Club of 
Dentistry. No whispered word of office seeking, of selfishness, of personal 
aggrandizement, there. It is an institution to which every dentist in St. 
Louis can point with pride, and I say, without fear of successful contradic- 
tion, that no man in St. Louis (Spalding, McKellops, Judd, Eames, and all 
the others of blessed memory, notwithstanding) ever did more for the dental 
profession in this city than has the organizer of the Study Club. 


That organization has not only taught hundreds of men to be better 
dentists, thus enabling them to serve the publie better and themselves more 
effectively, but it has taught them far more important lessons. The first of 
these is that the sustained progress of the profession is almost, if not wholly, 
dependent upon organized, and not individual, effort; and secondly, it has 
taught dentists the value of frequent and more intimate contact with their 
professional fellows—not alone for the technical gain to be had from an 
interchange of ideas, but for the better understanding of one another, which 
is so essential to the successful working out of the larger problems confront- 
ing the profession. Men know one another today as a result of the activities 
of the Study Club, and they are friends, who, due entirely to lack of contact 
but a short time ago, had only suspicion and distrust of one another. 


The general practice of dentistry, like that of medicine, has grown to 
such proportions that one must be a superdentist to excel or do even aver- 
agely well the varied operations that now demand the attention of the gen- 
eral practitioner. Literally speaking, millions of dollars are being expended 
every year through advertising mediums by manufacturers of tooth-pastes, 
mouth-washes, lotions and concoctions of types too numerous to catalogue and 
of more or less doubtful value. These advertising campaigns are paying 
dividends to the advertisers because they are mainly of a quasi-educational 
character, and the American public has an abundant appetite for that type of 
advertising. It cannot be denied that these are developing in the public mind 
a higher sense of dental values. The public is fast learning to demand a grade 
of dental service which a few years ago it did not dream of, nor was the 
dentist fitted to deliver. 


No other single group in American life is today receiving so much free 
and enthusiastic support from the public and from kindred professions as is 
dentistry, and by the same token, no other group has a harder task to per- 
form in order to meet the expectations and demands of the interested laity 
and those of kindred professions. The scientific and the unscientific of the 
medical fraternity, the conscientious physician and the charlatan, are refer- 
ring their patients to the dentist for the correction of oral lesions and dental 
crimes as an essential step in the correction of systemic disorders, or as a part 
of preventive medicine. Are we prepared to meet the scientific man on his 
own ground with a full and complete understanding of our own field, and 
the necessary treatment of the pathologie conditions to be encountered there? 
Have we the sureness of scientific fact and inborn moral courage that is not 
infrequently necessary in dealing with the referred cases of the unscientific 
and professional cheat? These are questions that must be answered affirma- 
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tively by the evidence in the case if dentistry is to continue its startling rate 
of progress and merit the increasing confidence of the public. 


The dentist of today, if successful in all the varied phases of his calling, 
must be a sculptor, artist, engineer, physician, surgeon, radiodontist, ortho- 
pedist, anesthetist, accomplished mechanic, and other things too numerous to 
mention. So it would seem an easily admitted fact that it is straining hope 
to the breaking point to expect Tom, Dick and Harry—all nice bright boys— 
who out of the depths of their unripe judgment have decided that the dental 
fruit is filled with their favorite flavored fiuid, to qualify expertly in all, or 
even in many of the above-listed divisions of dental practice. 


Therefore, it follows that, in order to render the highest possible type 
of service, it is necessary that certain well-defined divisions of our field be 
eared for by men especially trained and fitted for the more limited field. 
It has often been said that the mania for specialization in medicine and 
dentistry was fast approaching the point where the office of the general 
practitioner would be but a sorting station or local pathologic tourist bureau. 
The air of ill-concealed contempt, with which some dental derelicts, who have 
stepped from the field of general practice up to the high and hallowed ground 
of specialization, now gaze down upon their erstwhile brother worms in gen- 
eral practice, has had an unfortunate tendency to prejudice the mind of the 
average dentist unjustly against all specialists. If the opinion of some of 
these colossally-conceited, mentally muscle-bound specialists, as evidenced 
through their pens, were to be accepted at its face value, no one but they and 
God Almighty ever did have any knowledge of the human anatomy, and the 
Almighty has lately become a victim of amnesia. But, fortunately for the 
good of the cause, our friends, the specialists, are, after all, much like our- 
selves—easily divided into three general classes, viz., good, bad and criminal. 
Those of us who have been in the practice for a number of years, know that, 
from being a necessary evil, the various specialties have come to be considered 
a cherished boon to the general practitioner and his greatest single aid in 
delivering to the public the highest type of service possible. I have, in the 
past, said some rather unkind things about some specialists. Some of these, 
I am sorry for—others, it seems to me, are sufficiently accurate to stand. 


A specialist—one who specializes in a given subject or art—should be 
especially fitted to perform his special task with unusual skill. He has set 
himself above the general man of whom only average skill is required. I 
maintain that, in the future, something more than a man’s exalted opinion of 
himself should be necessary before he be permitted to adjust his little halo 
and step out and up from the common herd. We all realize that the growth 
and expansion of our profession has been so rapid that it was humanly im- 
possible for all elements and evidences of progress to be coordinated. There 
was a demand for a man in a certain line of endeavor, and the man appeared, 
placed the word ‘‘specialist’’ under his name and was thereupon unanimously 
chosen by himself as especially qualified for the job. In the great majority 
of cases, he did prove to be the man for the job, and it is my honest opinion 
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that, as a group, the men devoting their energies to the various specialties in 
dentistry are as well fitted for their task, and render as high a standard of 
service, as any other group of specialists in any field of endeavor. 

But the time has come when the profession at large is entitled to demand 
a higher standard of fitness of those who are to enter a specialized field. Let 
us license the specialist—require especial training and competent examination 
of the candidate—raise the standard of the men who are presumed to lead 
the profession in their several lines, for, the higher the station, the greater 
should be the burden of responsibility. The sight of beardless youths rushing 
madly from commencement exercises to newly furnished offices with the legend 
‘‘Specialist’’ on the door, does not tend to increase one’s faith in signs. 

The commercial laboratory is constantly being lambasted, fore and aft, 
in detail and in its entirety, by any leather-lunged disputant who ean get a 
hearing. I do not mean to say that all men who condemn the practice of 
having certain types of work done in the commercial laboratory are talking 
merely because the sound of their own voices is sweet music to their ears. 
Many splendid men, exceptionally gifted by Nature, do their own work far 
more efficiently than it could be done in any laboratory. But it is not unusual 
to find a gentleman with a forty-eight chest measure and a No. 6 head, who 
has the intestinal courage to have a commercial laboratory make up his clin- 
ical specimens and not only brazenly claim the credit for exceptional mechan- 
ical skill and ingenuity, but openly and loudly condemn all laboratories. He 
will try to bespatter, with the mud of an unclean mind, the reputation and 
conscientious honesty of any man who openly uses the commercial laboratory 
for any part of his work. 

The tremendous growth in the field of commercial laboratory service 
during the past few years is not, in my opinion, an evidence of laziness on the 
part of the average practitioner; neither is it indicative of a lower standard 
in the type of men coming into the profession, nor yet a waning in our me- 
chanical ingenuity and adaptability. It is, to my mind, but a normal sequence 
in the almost magical development of our profession. It is not possible to 
attribute so vast a change to some combined fault in judgment. Changed 
conditions have made it, and further changing conditions will just as surely 
eradicate the major defects of the commercial laboratory, and make it a 
valuable servant of our calling. Some few men are able to fashion the me- 
chanical works of art demanded today for the restoration of dental functions 
in a hygienic, and, at the same time, in a more than temporary, fashion. I 
say, some few men, but not many. 

It is my firm conviction, based upon some years of observation, that while 
many kinds of work are commonly sent to the laboratories that should and 
must be done by the dentist himself if they are even to approximate the 
purpose for which they were designed, yet there are other steps where the 
laboratory, if given accurate measurements, impressions, etc., can do the work 
far more efficiently than it could be done by eighty per cent of the men in 
general practice. The most common cause of failure in the work turned out 
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by our better laboratories is the almost criminal laziness of the dentist when 
performing his part of the work. 

I presume that I shall reap a fine harvest of caustie criticism from some 
of you who are listening to my remarks, but why bury one’s head in the 
sand of self-complacency like a brainless ostrich? Let us rather face the new 
problems intelligently with open minds, for yesterday is no more, and only 
cowards tolerate the lash of worn-out precedent. 

There has been considerable discussion in the past few years as to just 
how far a dentist might go in exploiting himself, and yet not violate the 
letter of the code of ethics. We have been blessed or damned, according to 
one’s viewpoint, by a number of dental city slickers in the general field and 
among our specialists, who, with the oil of an advertising genius, have changed 
the supposed rigidity of the code of ethics into a thing as pliable as a snake’s 
back. I shall not be specific in my charges, for I am among you unarmed. 
But surreptitious advertising, whether by letters, pamphlets, or what not, 
sent out under the cloak of scientific magnanimity, but paid for in cold cash 
in the hope that the coined bread thus cast upon the waters will return a 
hundredfold, or on the other hand, the action of those men who constantly 
avail themselves of every opportunity to grab the center of the calcium light 
for the purpose of expounding diagnostic points of their particular line, while 
modestly admitting their superiority, so that the man in the ranks may not 
be at a loss to know the proper place to refer his patients, but carefully re- 
fraining from giving a single scintilla of treatment, technic or operative pro- 
eedure, are both forms, in my opinion, of surreptitious advertising. 

Thus far, in this paper, I have made some rather sharp criticisms of con- 
ditions which have, and do still, exist in our city, and which, no doubt, are 
common, in greater or lesser degree, in all centers. It is unquestionably true 
that the average dental service in St. Louis is on a par with that delivered 
anywhere in the world. Some highly touted, generously paid clinician or 
lecturer from a distance, appears before our society with a glittering array of 
highly-polished, accurately fitting jim-cracks, fashioned and fitted in the quiet 
of his or someone else’s laboratory upon a beautiful model of regular teeth, 
entirely unhampered by unusual conditions or the frailties of the average 
patient, and he is instantly acclaimed. We begin to think of the city from 
where he came as the home of perfect dentistry, where every operation in 
the oral cavity is not only hygienic, but mechanically perfect. The evidence 
of this trend of thought has, at times, been noticeable in the public utterances 
of some of the best men in our city. 

But the standards in general practice have never been higher in our sister 
cities than in St. Louis, and I, personally, am of the belief that the general 
average of dental service in St. Louis, since the advent of the Study Club, is 
one step ahead of that to be found elsewhere. 

When it comes to men of exceptional merit, St. Louis has its quota. If 
the light of their achievements fails to flash quite as luridly, it is due, not to 
their lesser ability, but rather to our failure to support and boost them as 
their contemporaries in neighboring cities are supported and boosted. What 
we need most is an unselfish recognition of the achievements of our fellow- 
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practitioners. We are well on the way to that goal, but we will never actually 
arrive till the great body of actively interested men in the profession in this 
city get into closer contact. When that time comes, they will discover that, 
when looking through the fence at their professional brother, the hairs which 
they thought they saw bristling on the back of his neck were, in reality, but 
the barbs of prejudice on the wires of misunderstanding. 

Now to suggest a remedy for the various ills I have catalogued. It is 
labelled ‘‘Recreation’’ and may be taken in any one of a hundred different 
ways with beneficial results. | 

Confinement in stuffy rooms and too close application to work that taxes 
our nervous equipment and mental stamina to the limit undermines our 
physical well-being, and we require a certain amount of exercise of a recre- 
ative sort as an antidote. There are many ways to secure this much-needed 
relaxation, but it must suit the individual—must appeal in such a way as to 
completely loosen the tension under which he works and banish from his mind 
the major and minor difficulties attendant upon his daily duties—wash his 
brain clean, if you please, of the accumulated cobwebs of too much routine, 
and freshen the jaded nerves and arrest the growing flabbiness of unused 
muscles. 

Some few man have chosen homes in the suburbs so that they may give 
full play to a hobby for plain and faney gardening or the raising of feathered 
chickens. What boots it that every ear of corn grown in the home garden 
costs fifty cents more than a like ear purchased of a passing huckster, or that 
the delectably unripe food of the hennery costs so dearly? There is the 
unbuyable joy, the unmatchable thrill, that comes only from riding one’s pet 
hobby. 

However, the number who hearken to the eall of the countryside and 
there, in leisure hours, come close to Nature and from her get renewed 
strength for the duties of the morrow, is but few in comparison to the great 
number who spend their days in tight little offices and their evenings and 
leisure in surroundings that evidence the desire of modern man to get away 
from, and not back to, Nature. 


For the latter class, which, indeed, is composed of the great majority, 
some form of suitable recreation must be devised, and then the dentist must 
be convinced of its merits. During recent years, there has been a growing 
tendency amongst dentists to reserve one day in each week for recreational 
purposes. More and more, men are coming to a realization of the necessity 
for a weekly, as well as a yearly, vacation if one is to keep physically fit. 
Being too busy to play is more often a habit than a necessity, and if current 
reports are worthy of credence, the men who play as systematically as they 
work are depositing money in the bank with more regularity than the men 
who have not time to play and spend their evenings at the office, instead of 
at home with their families. 

We have had dental golf days in St. Louis. That is a start in the right 
direction—but only a start. So far, almost as many have attended those 
affairs for the purpose of watching the galloping dominos as have come for 
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the healthful exercise of golf. Some of this is due to a woeful lack of ap- 
preciation of the merits of golf, and some of it, no doubt, is due to a well- 
founded fear of the sharp tongue of one of our local dental dignitaries, who 
recently delivered himself of the following unqualified denunciation of golf 
as a recreation for the dentist. He said: ‘‘When a dentist gets to shooting 
golf in the eighties, his dental game slips back to where his golf game used to 
be.’”? That gentleman’s knowledge of the royal and ancient game is about 
as comprehensive as was that of a certain charming lady, who, after taking 
her first lesson in golf from a Scotch professional, indignantly reported to her 
husband that Sandy had insulted her grievously. Upon inquiry, her husband 
learned that at the end of her lesson the lady had asked Sandy’s opinion of 
her game, and he had replied: ‘‘Your form is beautiful, but your stench 
(stance) is terrible.’’ 

It is quite as difficult to praise golf as it is to paint the lily. In my 
opinion, the thing most needed is a greatly stimulated interest in these dental 
outings, whether golf, trap-shooting, quoit pitching, or what not. Let us 
have regularly established tournaments in the various branches of sport of 
interest to our dentists—bring them into friendly contact with each other, 
away from the atmosphere of office or society meeting, and we will develop 
a spirit of comradeship and cooperation that will permanently immunize den- 
tistry in St. Louis against a recurrence of the distempers which my distin- 
guished friend, upon a former occasion, so cleverly described. 
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MOVEMENTS OF THE TEETH FOLLOWING LOSS OF FIRST 
PERMANENT MOLAR* 


By S. Witson L.D.S. 


HE changes which take place following loss of the first permanent molar 
may be divided into two main groups: 

1. The first in which the first permanent molars and incisors only are in 
occlusion. 

2. The second in which the second molars or premolars, or both, are in 
occlusion. 

These groups may be further subdivided into classes which depend upon 
the number of molars lost, which may be anything from one to four, and 
they may be considered from three aspects: 

1. With regard to the movements of the teeth in relation to one another. 

2. Changes in the relationship of the mandible and maxilla. 

3. Changes in the temporomandibular joint and the bones of the face. 

There are two important differences between these main groups. In the 
first group the force of occlusion is taken up entirely by the first permanent 
molars. In the second group this force is distributed over the permanent 
teeth which are in occlusion. The third difference is that the patient is usu- 
ally younger, and consequently more susceptible from the point of view of 
growth to abnormal influences. 

Time will only allow of the consideration of the first group, in which only 
the first molars and incisors are occluding. When one or two molars are lost 
upon one side of the mouth a condition is brought about somewhat similar to 
that produced upon animals in the experiments of Lawrence Baker, reported 
in the INTERNATIONAL JOURNAL OF ORrTHODONTIA for 1922. In these experi- 
ments young rabbits, sheep and dogs were used. The teeth on one side of the 
mouth were ground down until they were quite functionless, and the animals 
allowed to grow. At a later date postmortem examinations were made. The 
general results were: 

1. Deflection of the longitudinal axis of the skull and general twisting 
of the bones. The articular surface of the temporal in the sheep, for example, 
was on a higher plane on the nonfunctioning side than on the other. 

2. Atrophy of the muscles of the nonfunctioning side. 

3. Changes in the temporomandibular joint as shown by the difference 
in size of the condyles. 

Baker neglects to state the actual changes which took place in the joint, 
and does not mention whether any changes took place in the internal struc- 
ture of the bones. If the object of the experiment was to ascertain the degree 
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of distortion produced by mutilation, it has, in part, been attained. But if, 
as one gathers from reading the paper and the subsequent discussion, it was 
hoped to prove or disprove Wolfe’s law, the results cannot be considered 


Models of Case 1. 


conclusive. Murk Jansen has pointed out the absurdity of attempting to ap- 
ply an unproved law which applies solely to bones formed in cartilage to 
membranous bones. This distortion, if such a term can be applied, can be 
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and is reproduced in man under similar conditions. Why it should happen 
is not so easy to explain as to demonstrate. A possible explanation may be 
found in an analysis of masticatory muscle action, especially if one holds the 
views brought forward by Keith and H. M. Johnson. 

Briefly, as you know, their explanation is this: The group of muscles— 
masseter, temporal, int. pterygoid and ext. pterygoid, by their coordinated 
action depress and elevate the mandible. The so-called depressors, digastric, 
ete., and platysma, have nothing to do with the action, digastric and hyoid 
muscles being solely concerned with the tongue. There is, as a result, a bal- 
anced action with little or no pressure at the condyle. 


When under certain circumstances the teeth are mutilated, the coordinated 
balance is destroyed and abnormal pressure is developed at the condyle, with 
the resulting deformity or asymmetrical development. These remarks apply, 
though, in a lesser degree, even if the view is held that the mandible is de- 
pressed by the action of the so-called depressor muscles and that pressure is 
developed at the condyle. The following eases illustrate the changes which 
may take place in the position of the teeth in the relationship of the mandible 
to the maxilla and in the face when one or other of the first permanent molars 
have been lost by extraction or caries before the second permanent molars or 
premolars are in occlusion. 


CasE 1.—A boy, aged thirteen, who at the age of twelve had the maxillary 
and mandibular teeth in perfect occlusion and absolutely free from caries 
with the exception of a small cavity in 6.| This tooth was removed while on 
a holiday, and the models show the present condition. The mandibular has 
contracted in the molar and premolar region and has moved bodily to the 
normal or working side, so that when the maxillary and mandibular molars 
are in occlusion, the center between the mandibular incisors is towards the 
left and only the tips of the premolars meet on the nonworking side. The 
maxilla has obviously twisted, the face being well developed upon the work- 
ing side and poorly developed on the other, while the chin is markedly in- 
clined to the left. (See illustrations.) 


Case 2.—Models of a girl of fourteen, whose 6 | was removed some years 
ago before the eruption of the second molars and premolars. In the mandible 
the second molar has moved slightly forward and tilted. The second pre- 
molar has erupted in the position of the first molar and first premolar, canine 
and incisors have dropped back. Both arches are well developed in the molar 
region, but owing to the collapse of the mandibular arch there is a marked 
crowding of the anterior maxillary teeth. The 6.5.4.| have moved slightly 
forward, and the 2| backward, shutting out 3| from the arch. As in the 
previous case, the right side having been rendered functionless, the mandible 
has swung to the working side, but in this case the first molars meet cusp to 
cusp, while the anterior teeth as far as the lower incisors are not in occlusion 
but outside the maxillary teeth. This is well shown in the photograph, the 
chin pointing to the left, with good development on that side and poor de- 
velopment on the other. 

Case 3.—A girl of twelve. In this case the deciduous molars were re- 
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moved three years ago, but the patient did not return as instructed for treat- 
ment of the carious permanent molars. The teeth were then in correct occlusion 


and were good with the exception of small occlusal cavities in 6 | 6. The 
right lower molar became very carious and collapsed, allowing the upper 
molar to come down until it bit upon the gum. The mandible has swung to 
the right side in this case, but the left side of the face is developed to a far 
greater extent than the right. The right side has been rendered functionless 
by the loss by caries of the 6, | and mastication has taken place upon the left side. 
The maxillary incisors have been pushed forward, and the teeth have erupted into 
what is apparently a well-developed arch. The appearance of the child is 
very noticeable, especially as the twisting is so marked owing to the greater 
development on the left side, while the chin points to the right. When the 
teeth are separated the mandible does not move vertically downwards, but 
swings to the left, so that when the teeth are separated about 2 mm., the 
center between the maxillary and mandibular teeth corresponds. 

The cases which I have shown illustrate the importance of the individual 
tooth to the natural denture. Excluding those cases where teeth have been 
removed to correct or prevent malocclusion, it is almost certain that the loss 
of the first permanent molar will be followed by a definite malocclusion of the 
remaining teeth whether erupted or not. There are of course many sides to 
the question; for example, neglect through ignorance on the part of the 
patient or refusal to take advice, but when one considers the thousands of 


mouths which are ruined year by year because one or two teeth have been, 
as it were, unthinkingly removed, it is not too much to suggest that at the 
least every effort should be made to minimize the possible evil results of this 
removal, 


DISCUSSION 


The President—We have had a very interesting paper on a subject which opens up 
a large discussion. There was a time when the extraction of the first permanent molar was 
thought to be an excellent method of treatment, and in my address from the Chair I re- 
marked on the experience that one had as a student of the loss of these teeth and of the 
terrible disasters it leads to. Mr. Charles has gone over the ground very carefully and has 
given us a very interesting account of the subject. 


Mr. J. W. Mayer—tI have been greatly interested in the portraits of the patients 
shown by the author. I suppose one of the chief arguments in the case of an expansion 
is that if we extract any teeth the features of the individual are always altered, generally 
not to his benefit. The teeth generally extracted are the fours, but we are discussing the 
extraction of the sixes tonight. I cannot see .why it was considered advisable to extract 
the sixes on one side. There are occasions when sixes have to be extracted. I suppose in 
this case there was no other treaement but extraction, but it seems to me that if you have 
got to extract sixes you certainly want to extract the whole four, and if you can extract 
them at about the age of eleven and a half you stand a very good chance of getting the 
second molars coming down and filling up the places from which the sixes have been taken, 
with the result that there is a good healthy mouth. There is one feature with regard to 
the extraction of sixes which the author did not mention. In later life when the sixes have 
been extracted at such a time that the second molars have not come down and taken their 
places, you always get a tilting of the second molar with a very large pocket. There seems 
to be one ideal time to take out sixes, namely, between eleven and eleven and a half years 
of age. In that case there is the best chance of the second molars coming down and filling 
up the spaces. 
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Mr, Cale Matthews.—I hope that the author will have the opportunity of following 
these cases through, and will show us at a later date what the results of the treatment 
which he has adopted may be, particularly what I may call the training treatment in the 
developing teeth. These three cases have been shown in such a simple and delightful way 
that one can understand the whole of what has happened from the start. 


The President.—The very frequent difficulty in cases of this kind is that the first 
permanent molars become carious and require extraction. I do not think we find caries to 
the same extent in cases where the arches are well developed, so that the complication of 
removing the first molars in a postnormal occlusion case is very much greater than it is 
where the arches are well developed. Mr. Mayer has expressed the opinion that the age 
of eleven to eleven and a half is the best age for removing the first molars, but the mal- 
position of the other teeth is apt to be so marked and the bite so close that the second 
molars assume unfavorable positions, conditions which make one hesitate so much about 
removing the first molars. 


Mr. E. N. Commander.—lI myself am an example of the mischief which may follow 
the loss of the four six-year molars, and I have precisely the same trouble that Mr. Mayer 
has indicated. The other molars have not erupted normally. The extraction was done at 
the age of ten. 


Mr. L. E. Claremont.—In two cases which came to me the upper first permanent 
molars only were removed and the position taken by the second was much more favorable 
than that which had been taken by the first. I am rather of the opinion that if one is 
going to divide and to remove one or two and not the four, it is preferable to remove the 
uppers rather than the lowers. 


Mr, A, 1. Pitts—There are still a number of people who advocate the removal of 
the first permanent molars as a routine treatment. It is a deplorable method of treatment 
in orthodontics, and it arose because the first permanent molars were so often carious. As 
regards selective extraction, it seems to me that the results of extracting the first per- 
manent molars are in the majority of cases bad, and, therefore, I am not certain that one 
should increase the occlusion by taking out two sound molars on the left side if it is 
really necessary to take out the corresponding teeth on the right side. Is the distortion 
of the face a very serious matter? The distortion was not very palpable in the photo- 
graphs which the author showed, and although it is possible that the photographs did not 
show its full extent, in cases which I have seen the esthetic appearance of the child was 
not markedly impaired. Therefore I would like to urge that if the first permanent molars 
have to be taken out only those which really require extraction should be removed. Al- 
though at one time I was an advocate of symmetrical extraction of deciduous teeth I have 
now come round to a different point of view, and in these days of widespread school den- 
tistry I think it is very important that symmetrical extraction should not be too greatly 
encouraged. 


Mr. H. G. Watkin—I have a patient aged about twenty-five years who, when she 
was eight or nine, had the first permanent molars removed, and it is almost impossible to 
tell now that they have been removed. By taking out the first permanent molars at an 
early age, apparently the second permanent molars have come forward in an improved 
position. 


Mr, J. H. Badcock.-I am shocked to hear that the extraction of four permanent 
molars as a routine treatment is still practised. I practised it myself freely at one time, 
and I have lived long enough to see the evil results which followed. The arguments for it 
were that the first molar decays more frequently than any other tooth in the head. One of 
the great evils of extracting the six-year-old molars is the spacing which occurs. I saw 
a case only today in which the spaces between the teeth were just large enough to admit 
food and caused the patient a great deal of trouble and annoyance, and nothing could be 
done. With regard to symmetrical extraction, I agree that it is a mistake to extract two 
sound teeth on the left side because a similar extraction has to be made on the right; the 
shifting of the centre which occurs after unilateral extraction is usually the lesser evil. If 
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a mandibular molar has to be removed and the patient is young, I believe it is het- 
ter to remove the corresponding maxillary molar also even if sound. Although the result is a 
bad occlusion it is a better one than if one tooth only had been extracted. With regard 
to the age, there is no doubt whatever that to get the best result the extraction of a 
first molar should be done at as early an age as possible. If the extraction is made quite 
early the second molar does come forward in the bone and one gets cases where the oc- 
clusion is astonishingly good. Such cases are comparatively rare, but they do occur. If 
the tooth is badly decayed I think the age at which extraction should take place should be 
seven or eight. 


Mr. S. Wilson Charles in reply—t should like to make it plain to Mr. Mayer that in 
these cases I did not extract the molars. These were cases which had been to a dentist 
before they came to me. I mentioned that the photographs shown did not really reveal the 
marked distortion that there was in these cases, especially in the second case, where the 
mandible was definitely swung over to the right and quite disfigured the face. In one of 
the other cases the lower lip was pushed forward on one side. I have hardly touched in 
the paper the question of all the results which may occur from the removal or loss of the 
first permanent molar; I have only desired to show the distortion which may take place 
as the result of the loss of these teeth. 


SOME THOUGHTS ON THE TEETH AND JAWS* 
By A. L. Packuam, L.D.S., M.R.C.S., L.R.C.P. 


T has been decided to devote this evening to papers read by those unfortunate 
members who have not done so before. I wish to thank Mr. Charles for his 
interesting paper, and to congratulate him upon emerging so gracefully from 
what is to me something of an ordeal. The remarks which follow are not 
novel, but it is hoped that they may be of some interest, as it is certain that 
each one of us views his subject, namely the teeth, from a slightly different 
angle. 

The teeth are peculiar and important structures, and in many ways are 
set apart from the other tissues of the body. Metechnikoff divided all the 
body tissues into two classes; on the one hand those which, if damaged, are 
repaired, and in some cases replaced by a natural process, and on the other, 
those which are not so restored. The former class he called base tissues, and 
they included those of mesoblastic and some of epiblastice origin; the latter he 
ealled noble, and they include two epiblastic tissues, namely the nerve cells 
of the central nervous system, and the teeth. Most epiblastie tissues grow, 
or are replaced; our hair is cut, and our nails are trimmed. Not so the teeth, 
and it appears, judging from Metchnikoff’s classification, that they rank in 
importance with the most highly specialized cells of the body. Further, and 
as is well known, once the size and shape of the crown is determined within 
the body, it does not increase in size, nor alter in shape till death. It is diffi- 
eult to conceive that growth does not take place in a nerve eell as age and 


*Read before the British Society for the Study of Orthodontics, October, 1923. 
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stature advances, and therefore it may be said that in this aspect the teeth 
are in a complete class of their own. 


Bearing in mind these facts about the teeth themselvess, one might well 
anticipate that the structures supporting them should be in a sense, special 
too.” This we know to be the case, the presence of the alveolar bone is de- 
pendent upon that of the teeth, the fact becoming the clearer when we look 
at the skull of the manatee, in which the alveolus (in a dried specimen) is 
separate from the jawbone. 


Seeing then that the masticatory apparatus is so specialized morpho- 
logically, one would expect to find that its physiologic value is of a high 
order. It is a fact that a good and healthy set of teeth, together with unde- 
formed jawbones, is one of the prime factors in the life and healthy activity 
of all animals in the wild state. There is no doubt that damage to a tooth, 
or to its supporting bone at once starts a train of events leading inevitably 
to disablement in the struggle for existence, and sooner or later to death. 
In civilized man, this scarcely applies, but we may note with interest that 
despite the demoralizing influences under which the teeth find themselves, 
infection of the bone around them progresses very slowly as a rule, and an 
equal degree of infection in other bones of the body, which would probably 
set up a severe or crippling illness, is dealt with more or less successfully in 
the case of the mouth. One may say parenthetically that in the case of in- 
fection of the teeth themselves, the attack seems much too strong, and teeth 
decay quickly and almost hopelessly. 

In view of these considerations, there would seem to be strong reasons 
to suppose that Nature has, in all probability, set up a specific and adequate 
protection against infection and other forms of harm to this extremely valu- 
able dental apparatus. 

So far as one ean tell, little has been written from this point of view 
with regard to its action and efficiency. However, some of the factors which 
lessen its beneficial influence are recognized. Among these, deformities of 
the jaws (which are the special concern of the orthodontist) must play an 
important part. A type of deformity commonly met with in children in and 
around London, in hospital and private practice alike, is that in which the 
bite is too close, the condition being recognized by the excessive overlap of 
the incisor teeth. It is usually accompanied by an underdevelopment, and 
almost always by a backward position of the mandible. In the most marked 
eases, the mandibular incisors impinge on the cingula of the maxillary ones, 
or even upon the palate. The lower lip passes behind the maxillary incisor 
teeth, and the chin is receding. In these cases Warwick James has shown 
that mouth breathing can almost always be established as the prime factor in 
the etiology. It is not difficult to see that such a condition of affairs must 
put the protective mechanism at a disadvantage, and that therefore ortho- 
dontic treatment is clearly indicated. But there is a lesser degree of this 
type of deformity which it is desired to bring before your notice. It would 
appear to be even more common than the one just described. It is frequently 
met with in adults, and in them passes as a rule without comment. Here the 
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bite is simply too close. The articulation is somewhat, though not markedly, 
postnormal; the lips are well developed and meet easily over the teeth when 
the patient is in repose. There is considerable overlap but no secondary 
proclination of the maxillary incisor teeth, as in the more marked type de- 
seribed above. Although the articulation of the teeth is not normal, never- 
theless the patient will declare that food can be chewed quite satisfactorily, 
and parents are not aware that there is anything wrong. 


The etiology of these cases appears to be rather less easy to understand. 
Mouth breathing may still be the primary factor, accounting for the back- 
ward position of the mandible, and from that a restricted elevation of the 
maxillary and mandibular teeth respectively appears to follow. However, 
there are cases, especially in adults, where at any rate at the time of exami- 
nation, mouth breathing may be excluded, and it is these cases which are 
rather more puzzling. Another element, namely that of diminished and per- 
verted functional activity would seem to arise. There can be little doubt 
that whenever the bite is too close, free and efficient mastication is rendered 
more and more difficult as the degree of closeness increases. 


Although our patients tell us that they can chew their food satisfactorily, 
this action must be an abnormal one. Movement is restricted so that a mere 
up and down crushing effect is obtained instead of a grinding or shearing 
action which, as D. M. Shaw has recently indicated, is the most economical 
for the purpose in view. However, this relative ineffectiveness would appear 
to be met by the modern methods of presentation of food. It is, so to speak, 
semimasticated for us. It may be therefore, that in view of the diminished 
need for full functional activity of the dental apparatus, Nature has provided 
a bite sufficient to those needs. It would seem that if young children, say 
between the ages of three and six years, were taught to use their teeth more 
vigorously than is usual in the present day, the mandible would be stimulated 
to take up a more normal forward position than it otherwise would do, and 
the closeness of the bite would disappear. Gladstone’s famous doctrine of 
thirty-two chews to each mouthful, although originally directed towards the 
prevention of digestive troubles, may thus be considered as an excellent pre- 
ventive for deformity of the jaws and sound advice from an orthodontic 
point of view. 

In this connection one would like to draw your attention to an interest- 
ing paper written by Shaw, and published in the Lancet of August 23, 1919. 
In it he shows that the ‘‘mashing’’ of soft food by the tongue against the 
anterior portion of the palate, which often takes the place of proper mastica- 
tion with modern children, must result in a pulling backward of the mandible 
by the action of the geniohyoglossus muscle. The same result is obtained 
when the anterior teeth (as opposed to the cheek teeth) are used to an ab- 
normal extent. The tongue is thrown into action in order to hold the morsel 
in position for shearing, and a backward pull on the mandible results. 

Leaving the etiology aside, however, the question which it is desired to 
raise is this: Does this condition of, shall I say, simple close bite put our 
natural protective mechanism to such a definite disadvantage that steps should 
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be taken to rectify it? In other words, do these cases demand treatment? 
It is a question which most of us have probably tried to answer at one time 
or another. The aim of all orthodontic treatment is to put the patient in the 
best possible condition so that infection in the mouth may be prevented, but 
we are acting in the dark unless we know how to align our treatment on the 
side of the defense. 


There are many problems which it would be easier to deal with if we 
know how Nature protects our mouths against disease. An inquiry into this 
defensive mechanism, its characteristics, and the methods by which it oper- 
ates, especially in infancy and youth, and the conditions, both national and 
individual, which retard or advance its efficiency, although a very difficult 
one, might well prove as instructive as it would be interesting. 


DISCUSSION 


The President—This also is a very interesting paper. The point which the author 
has raised with regard to the action of the tongue muscles in pulling back the mandible 
is new to me and of very considerable interest. With regard to the first part of the paper 
in which the author speaks of Metchnikoff’s classification of the tissues into noble and 
base, when one finds the teeth placed in the same category as the cells of the central 
nervous system one is inclined to smile, but, after all, the purpose which the teeth are 
required to serve in the animal make them second only in importance in the body to the 
reproductive organs. The teeth are necessary for the procuring of food, the protection of 
the animal, and so forth, and without teeth the animal of course will suffer im the struggle 
for existence. I was not aware of Metchnikoff’s classification, but it is one of consider- 
able interest and is perhaps flattering to the dentist. 


Mr. Harold Chapman.—l should like to congratulate .the authors of both papers on 
their maiden efforts. I think the society also is to be congratulated on having two of its 
younger members who have taken the subject so seriously, and I believe that I may speak 
for other members when I express the hope that we shall hear from them again before 
long. The point in Packham’s paper that I would particularly like to refer to is the mat- 
ter of the overbite, and I will leave out of consideration the geniohyoglossus and the mat- 
ter of mouth breathing. The author has told us that the close bite or excessive overbite is 
the most frequent of all deviations from the normal as regards occlusion. I would have 
supposed narrowness of the arches to be the most frequent, and close bite the second. In a 
recent analysis of ten models of patients seen consecutively and for the first time, nine had 
excessive overbite, and I am inclined to think that that is about the average number. But 
I believe an even higher proportion of arches are too narrow, if the figures are based on 
cases which come for treatment. The treatment of narrow arches is simple compared with 
that of close bite. Upon the correction of the abnormality of close bite depends the cor- 
rection of other coexistent abnormalities, therefore, from the point of view of treatment 
and degree of incidence, close bite may be considered the most important condition which 
the orthodontist has to correct. Of its etiology, in spite of what has been said, we know 
little or nothing definite. I put forward some suggestions in a paper which I read in 1921. 
There I propounded a functional cause, and I have not read any criticism which put that 
Suggestion out of court. One criticism—not a direct criticism—has recently appeared in 
a book entitled Malocclusion of the Teeth Regarded as a Problem of the Apical Base, by 
Lundstrom of Stockholm. Among these cases of postnormal occlusion or excessive over- 
bite it is not rare to find a few in which the shape of the arch of the apical base is correct 
in the mandible, the upper apical base presenting some abnormality, and from this Lund- 
strom argues that function cannot be a cause of the associated abnormalities, but he passes 
over the fact that whilst the apical base may be normal in size and shape its position in 
the apical plane may be abnormal. In other words, a normally-shaped mandibular arch may 
be a victim of postnormal occlusion. Abnormal function may have produced some cor- 
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related effect in another part of the mandible (to compensate for the normally shaped 
apical base), which, whilst not the apical base, is very closely associated with it. There- 
fore, I am of opinion that whilst a study of the apical base is of inestimable value, it 
must not be divorced from the ‘‘developmental defects of bone*’ of Bennett’s classification 
or from the ‘‘masticatory face’’ of Keith and Campion. I would heartily commend the 
study of this little volume to anyone interested in the etiology of malocclusion. It is an 
analysis of the views put forward in Europe and America from time to time and the 
author’s deduction therefrom. 

From a study of the features, the jaws, and the occlusion in these cases it would seem 
that the abnormality is a lack of vertical development in the molar region, but there is also 
the postnormal position of the mandibular arch of teeth to be taken into consideration, and 
it is possible that the latter accentuates the appearance of the former. The latter may 
be due to a shortening of the anteroposterior width of the ascending ramus. If this 
premise is correct, treatment should be undertaken with the object of increasing the ver- 
tical development of the mandible as well as of bringing it forward. It is well known 
that a bite plate effects a satisfactory change in a sufficient number of cases to more than 
justify the treatment. But what the change is and how it is brought about we have no 
more knowledge than we have of the cause of the condition. 


The author has hinted that it is a matter urgently calling for investigation, and I 
hope that this society will foster and encourage such an investigation. I believe that if 
it were to offer a prize for the elucidation of a problem such as this the result would be 
greatly to increase the common knowledge and with that to increase the benefit of the 
treatment given to patients. The author also referred to the stimulating use of the jaws 
between the ages of three and six. I have expressed the same opinion here on more than 
one occasion, but I would suggest that the age of six is too late. These abnormalities are 
to be seen in full force at three years of age if only we could recognize them. 


Mr, S. Friel—tI feel somewhat puzzled about the author’s drawing of the tongue. 


Recently I have been making dynamometric observations upon the tongue wherein the 
tongue pushes upwards and forwards on the instrument in the same direction as in the 
author’s drawing. In the first twelve cases where the maximum pressure was over four 
pounds the majority of those cases did not show a marked overlap. Those children who 
had a tongue pressure under two pounds had more overbite on the whole than the children 
with a tongue pressure of over four pounds. 


Mr. B. B. Samuel.—There is one point on which I join issue with Packham. I cannot 
agree with his statement that the ‘‘overbite’’ is the most common condition found. It is 
generally accepted, I think, that this condition is mostly met with in distal occlusion cases. 
It was noted by E. H. Angle as the result of some observations made in 1889 that out of 
a series of 1,000 cases some 87 per cent, were cases in which the dental arches were in what 
would now be called a normal relation. Therefore, if Packham’s observation is correct the 
conditions have rather changed since that time. I myself have always felt that this con- 
dition of distal occlusion has increased very much recently. One certainly sees amongst 
private cases an increasing number in which this condition obtains. But the statistics I 
have just quoted leave us only 13 per cent of cases to include all conditions of arch mal- 
relation, and between these figures and the statement by Packham that this condition is 
the most common to be found there is a very wide difference. 


Mr, A. 1. Pitts—This paper introduces us to very fundamental problems. I must 
say that for myself I find it extremely difficult to determine what should be regarded as 
overbite. It seems to me that one speaks of normal bite in a somewhat arbitrary fashion. 
The greatest amount of variation has been found to occur in the relationship of the maxil- 
Jary and mandibular incisors. It seems to me that perhaps some of the cases that are 
termed overbite may really represent only a rather excessive degree of variation, still within 
the limits of the normal. If we accept Keith’s view that the relationship of the maxilla 
and mandible is changing perhaps we could believe that the relationship of the maxillary 
and mandibular incisors would show a greater degree of relativity. One does see cases in 
which postnormal occlusion is quite well marked and which do not seem to eall for any 
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treatment. A point for consideration in determining treatment is whether the jaw appears 
markedly diminished in size so as to give a weak expression to the face. One does see 
eases in which the teeth are worn down as a result of tha action of the incisors, and it is 
difficult to think that that extreme wearing down can be caused by an up and down move- 
ment only. The whole series of problems require to be elucidated in this connection. But 
at present I find it difficult to get a grasp of the conditions which might really be termed 
overbite. 


Mr, H. G. Watkin.—One possible cause of overbite may be the introduction of knives 
and forks. We cut food up and put it into the mouth in a way which does not call for 
the use of the incisors but gives the molars all the work to do. If, when young, we had to 
bite food, that would prevent the overeruption of the incisors and consequent overbite. I 
have seen numbers of cases of overbite where the mandibular incisors actually ulcerated 
the hard palate. In those cases it is quite necessary to undertake treatment. 


The President—One would say that the incisors should be more or less vertically 
placed in order to be normal. There are certain people who have a more primitive type 
of jaw. My own incisors, for instance, bite practically edge to edge, but I think that those 
eases in which the cingula of the maxillary incisors articulate with edges of the mandibular 
incisors might be regarded as cases of normal occlusion. 


Mr. Steadman.—In the drawing shown by the author I am not quite sure that I agree 
that the position of the tongue is normal. I think that the tongue is a very much larger 


organ than is shown there, and the mass of the tongue would tend to keep the mandible 
in its proper situation. 


Mr, A, L. Packham, in reply.—The diagrams shown with my paper are not original. 


' They were all worked out by D. M. Shaw in his paper from which I quoted and which 
appeals to me as being most interesting. This question of the large tongue is fully treated 
in that paper and I commend it to your notice. When the point of the tongue is used for 
mashing food against the anterior part of the hard palate the geniohyoglossus muscle is 
contracted. The direction of the force is an upward and forward one. There is now a 
tendency for the origin and insertion of this muscle to be reversed, and as a result of this 
the filter being fastened to the genial tubercles of the mandible) the jaw is pulled back- 
wards. Shaw in his paper says that he has worked this out by actually feeling inside the 
mouth in cases in which premolars have been lost, and he has felt the tonic contraction of 
these muscular fibres. He also quote the cases in which the symphysis of the mandible 
has been removed by operation, and in these it is a fact that the patients cannot push 
forward with their tongue at all, rather supporting the idea that when the tongue pushes 
in this direction the mandible attached is pulled back. I cannot exactly join issue with 
Samuel as to the relative frequency of this close bite and the postnormal occlusion. I am 
simply stating what I have observed. I am not enough of an engineer to answer Pitts 
fully as to whether a close bite does or does not restrict effective mastication of food, but 
I believe Shaw holds that it does do so, and this view appeals to me as being probably 
correct. It appeals to me as reasonable that, as the two jaws come closer and closer to- 
gether mastication is proportionately less and less efficient. When all the teeth are taken 
out and dentures are made it is nearly always the case that the dentist is apt to allow the 
bite to come slightly more close than normal, the patients thus being made more comfort- 
able, partly, I believe, because they do not bite as well. When the dentures are made, say 
two years after extraction, one can quite happily open the bite. I believe this tends to 
increase the efficiency of the artificial teeth. 


CASUAL COMMUNICATIONS 


Mr, 8. Friel—I have to bring before the society a case which I have been treating 
tor a good many years, and which I thought had been successful so far as success was 
possible; but a very unpleasant complication has arisen, whether due to my treatment or 
not I cannot say. The case was one in which the spaces for the canines were closed, and 
I opened up those spaces, but now the second molars are coming down impacted, especially 
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the lowers. This case also possesses an interest because the two maxillary second premolars 
have erupted completely rotated. The age of the patient is now twelve or thirteen. (X-ray 
photographs and models were shown in the epidiascope.) 


Mr. G. Northcroft—I showed a somewhat similar case to this a few years ago. My 
case was perhaps a little different in that there was a delayed eruption of the second molars, 
and at the time the x-ray photograph was taken the third molars were shown very high up, 
and there was an obvious tendency towards gross impaction of these teeth unless something 
was done to relieve the crowding. Although it seemed a drastic treatment at the time, the 
second molars were removed, and the wisdom teeth have since grown down in a very good 
position. The patient was sixteen years old at that time, and she is now, I think, twenty- 
two. I was extremely interested in the second complication in Mr. Friel’s case, and should 
be very grateful to Mr. Friel if he can suggest any cause for that rotation of the second 
premolars. I have had similar cases myself, which have always puzzled me extremely. I 
cannot conceive why they should occur, and it seems to happen too frequently to be merely 
a **sport.’’ 


Mr. A. T. Pitts—I should like to ask the author if there was any history of the 
deciduous predecessors having been extracted or becoming carious. I have often thought 
the rotation might be due to some previous injury caused either by caries or extraction 
of a deciduous predecessor. Another interesting point, quite apart from the communica- 
tion, is that it would be exceedingly instructive if our society could get together a museum 
of what I may call, without any disrespect to Mr. Friel, orthodontic failures. It would be 
very useful to have such records kept. 


Mr, J. H, Badcock.—The two points in this communication, the impaction of the 
molars and the rotation of the premolars, are very interesting. I do not think we know 
very much about the causation of the prone position which we so often see in wisdom teeth 
and occasionally in second molars, and quite rarely in first molars. I had a case where 
the first molars were impacted underneath the second temporary molars, with the result 
that they were unable to erupt and eventually the posterior cusps came through when the 
patient was about twelve years of age, in much the same way that wisdom teeth often erupt 
by their posterior cusps only. I extracted the temporary teeth and was able to tilt back 
the molars, and they are now in good position. With regard to rotation, I have a few 
eases where the teeth were rotated through a half circle, but I have come to the conclusion 
that a certain amount of rotation of premolars very commonly follows expansion, whether 
post hoc or propter hoc I cannot say, but it has often occurred to me, after expanding 
the temporary teeth to find the premolars erupt more or less rotated. This has happened 
So often that I think it must be a case of cause and effect. My expansions are usually 
done by means of plates, but if the expansion were by any other method I do not think 
it would make much difference. It may be that as the temporary teeth are moved outwards 
the relation of their roots to the crowns of the permanent teeth lying between them is 
altered so that a rotating action is set up. 


Mr. S. F, St. J. Steadham.—I should like to ask the author if his treatment has moved 
back the six-year-old molars. The x-ray pictures seemed to show that the second molars 
have impinged upon and done some damage to the first molars. I should be inclined to 
remove all the four second molars. The operation is a simple one, and I think that if it 
were carried out, the third molars would come down with normal occlusion. 


Mr, Harold Chapman.—I have had the opportunity of seeing the x-ray picture of this 
case, and it does not seem possible that any orthodontic treatment cou'd have pushed the 
second mandibular permanent molars into the almost horizontal position in which they are, 
with the crowns forward. If the orthodontic treatment had done anything, surely it would 
have pushed the crowns distally. 


Mr, Friel—I am afraid I have no theory for the rotation of the premolars. There 
was a considerable amount of caries in this mouth, and it had been there for a long time. 
I think the rotation of the premolars probably has increased that caries because it has 
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made such a long contact point, indeed, it is no longer a point but a surface. There are 
two long flat surfaces together. Badeock’s explanation of rotation seemed quite possible. 
I have neyer seen a case before so completely rotated. I do not think that the treatment 
which was adopted could have moved back the molars. When I want to push back molars 
I find it exceedingly difficult to do sv. I doubt whether I could have pushed back the 
molars very much. With regard to the narrowness of the arch, I have had the arch very 
much broader, but it collapsed, and whether the rotation of the premolars has helped that 
or whether there was some other circumstance beyond my control I do not know. 


‘*Two Unusual and Completed Cases.’’ By Mr. Cale Matthews. (See i'lustrations.) 
The first was the case of a boy aged twelve in July, 1921, and the first modei is dated 
in December of that year. 


Case 1.—G. A., aged 12. Before treatment space between upper molars=41 mm., lower 
morals=38 mm. After treatment, 40 mm. and 87 mm., the correction of the distoclusion 
accommodating the width of the maxilla. 


‘ 


Case 2.—Girl, aged 21. 


The history is very unsatisfactory. An expansion plate has been worn for the maxil- 
lary teeth, but no models are forthcoming to show the original condition before any treat- 
ment was started, and the first shows a very unusual state of things. The dentures are 
complete with the exception of 3|3. Teeth well formed, free from caries with the excep- 
tion of two or three small amalgam fillings. An accident resulting in rather serious damage 
to the nose and some permanent deformity cannot account for this unusual width of the 
maxilla, as no damage was done to the teeth or mouth. This can be taken as true, as 
the boy’s father is a doctor, 

Actual measurements of the models brought with the patient at the first visit and 
those taken in December, 1921, are identical. It will be seen that any attempt to articulate 
the models shows the width of a molar tooth in excess in the upper model. Actual measure- 
ment: maxillary 41 mm., mandibular 38 mm. The bite must have been quite one of con- 
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venience. Approximation of the models gives a distal occlusion of the first permanent 
molars and a point-to-point articulation of the premolars. Considerable spacing of the 
mandibular premolars should be noticed. Measurements, palatal sulcus to interproximal 
space, 1|1 i.e. 6—1| = 36 mm. |1—6 34 mm. in first models. Completed case, 40 mm. 
in maxillary, 37 mm. in mandibular, a reduction of only one mm. in width; but in forward 
development the difference is greater, 6—1| — 39 mm. against 36 mm., and |1—6 = 37 
against 34 mm. 

The treatment was started on December 22, 1921. The common difficulty of school 
terms to be kept necessitated a type of appliance needing the least adjustment. For- 
ward movement of the upper incisors seemed to be the first and most urgent movement; 
this would liberate the mandible, and if successful would in that forward movement re- 
duce the excessive width of approximation. Also a lateral pressure seemed to be necessary 
to narrow the posterior maxillary teeth. The distoclusion of the mandibular premolars 
due to the bite and the spacing had to be overcome. It was hoped that the eruption of 
the second permanent molars would have sufficient forward driving force to place the molars 
correctly mesiodistally provided the premolars were unlocked. The overbite was approxi- 
mately one-third excessive. Ribbon arch molar bands were fixed on 6|6, bracket bands 


on 2—1|1—2 with a straight forward-driving force. The arch was sprung to exert con- 
traction force on 6|6. The lower teeth were also treated with the same appliance except 


that the incisors were left free. Bracket bands were placed on 5—4|]4—5 with cleats 
soldered to the arch, and instructions given to work the arch forward by the sleeve nuts. 
This obviously maintained the molars in the original position and would not correct the 
distoclusion, but if the premolars could be carried forward to their proper position in one 


term it was hoped the delay would not prejudice the normal eruption of the 717 and that 
5—414—5, once in position, could easily be retained and 7—6 | 6—7 watched. 

The technical difficulty of working this apparatus proved toc much for the patient, 
and a removable appliance was designed with interstitial spurs driving forward; the sharp- 
pointed occlusion rendered this a difficult movement, but eventually it was successful, but 
not until a bite plate had been worn for some time to reduce the overbite. This case is 
unusual in so many features that it was interesting from a technical standpoint and it 
proved the necessity of immediately changing an appliance should that prove to be ineffi- 
cient. ‘loo often an appliance is persevered with, and although theoretically it should do 
the work, it may be some little point has been overlooked which negatives the forces which 
are the directly operating ones, or, as in this case, the simple manipulation of an appliance 
to the operator is quite an impossible task in the hands of the patient or attendant. A 
simple inclined plane retention plate was worn in the upper and a vuleanite plate in the 
lower regularly for two terms, but this is now discarded and only used to prove that there 
is no movement of individual teeth. 


The President said the case had a great number of points of interest, and he thought 
one of the most interesting was the movement of the molars, which had been brought about 
by giving them sufficient space in which to move. The movement forward was associated 
apparently with the eruption of the second molars. A point in the case was that where the 
teeth were widely situated it was very often easier to correct them than where they were 
crowded together. 


Mr, Cale Matthews then proceeded with the second case. The patient was a girl aged 
twenty-one in August, 1922, and the first models were dated February, 1923. There was 
unilateral distoclusion, 2—1|1—2 in labioversion, |5 in torsiversion. Teeth of excellent 
quality, large and well-formed. Patient distressed by the deformity of the prominent in- 
cisors and inability to keep the lips closed. No history of adenoids but an appearance 
of previous difficulty in nasal breathing, but perfect freedom at present. 


With the teeth occluded the dorsum of the tongue was plainly visible. Patient was 
very anxious to have treatment to overcome the deformity. It was carefully pointed out 
to her that her age (21% years) was against a perfect success. She decided to proceed 
with treatment. 
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Molar anchor bands were fixed to 6|6 and bracket bands to 3|3. A ribbon arch 
was placed with expansive force on 3|3 only. At the end of six weeks the 3|3 had ex- 
panded 3 mm., from 24 mm. to 27 mm., also the expansion arch had acted as a depressing 
foree as seen in models April 19; the left | 3 was prominent. The patient was anxious to 
have a less conspicuous appliance. A high-up labial bar soldered to swaged bands on 6|6 
with a removable palatal retention for 3| 3, with depressing spurs and rotating T pieces 
on 2—1|1—2, was worn for three weeks. A retention plate of vuleanite with a labial 
retention wire (adjustable) was inserted to be worn at night. 

The interesting feature is the short time involved in treatment, no functional incon- 
venience and no lateral movement of 6|6. Patient is able to close the lips and to sleep 
with them closed, and incidentally is very pleased with the result. 


The President said Mr. Matthews’ second communication was also of considerable in- 
terest. ‘he fact that the patient was an adult over twenty-one when the treatment was 
undertaken, was a point that impressed itself upon one. He himself felt that the older 
the patient the more possible it was to get the patient’s cooperation in the work, a fact 
which frequently compensated for the disadvantages of age. In the few cases in which 
he had attempted to effect an alteration in the position of the teeth in adults it was aston- 
ishing how quickly he had been able to carry out the work. It was perhaps a little diffi- 
cult to discuss the cases without carefully going over the models. 


(Case of Dr. Samuel Bertram.) 


‘*A Case of Multiple Impaction of Permanent Teeth.’? By Mr. Bertram Samuel. (See 


illustrations), 


This is a case of multiple impaction of permanent teeth. Many cases have been 
recorded of the impaction and noneruption of teeth, but I have not come across anything 
presenting so many puzzling features as the following: A. H., aged ten, is a thoroughly 
healthy youngster—he has just been examined by a well-known consultant physician who 
expresses himself as quite satisfied with his physical condition. He was breast fed and of 
his infancy there is nothing untoward to record. He is intelligent and well up to the men- 
tal standard of boys of his age at the preparatory boarding school he attends. You will 
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note that seven of the permanent teeth have not erupted, and radiograms show that:— 
1| is present with apex interval to 2 |; 
| 3 is directed to | 2 obliquely towards median line; 
6 |6 are; 
2| 2.3 are present. 


1 show casts, photographs and radiograms of the boy and think you will agree that 
this is a somewhat puzzling case in which to be asked to give an opinion. 


Lhe President thought the members of the society might congratulate themselves that 
the patient did not come to them for treatment because the circumstances were extraordinarily 
difficult in dealing with cases of that kind. That had been the experience of all who had 
had cases to deal with where a large number of teeth had been absent. Each case had 
to be dealt with on its merits, as no particular laws could be laid down with regard to 
them. 


Mr, Pitts said that in the American journals a great deal of stress was laid on im- 
pacted and nonerupted teeth as a cause of all sorts of nervous disturbances, even leading 
to imsanity. In the case shown the impacted teeth did not lead to any lack of intelligence. 


Mr. B, Bull asked Cale Matthews how long he intended to keep retention in his ease. 


Mr. Cale Matthews thought it would be more or less a permancnt retention. The 
patient would have a plate and would wear it whenever she thought it necessary. He had 
only had one case of the same age, a case of marked distal occlusion. The girl was going 
to Germany to study, and he saw her some few years afterwards and she was still wearing 
her retention plate at night. 
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A BRIEF REVIEW OF THE FRENUM LABIUM IN RELATION TO 
MALOCCLUSION AND ITS TREATMENT* 


By Haroup S. VauGcuHan, M.D., D.D.S., F.A.C.S. 


HE frenum labium superioris is a small band of fibrous tissue in the median 
line of the upper lip, normally attached to the premaxillary bones in the 
median line just below the anterior nasal spine. It is derived from certain 
fibers of attachment of the orbicularis oris muscle, which is an elliptical mus- 
cular sheet of considerable thickness, making the foundation of the lips, and 
is composed largely of fibers from the buccinator and the elevator and de- 
pressor muscles of the angle of the mouth. In abnormal cases the median 
fibers from the orbicularis oris pass downward making a band of dense fibrous 
tissue which not only reaches the gingivae, but passes between the central 
incisors and forms a prominent attachment in the form of a papilla mesio- 
lingually. 

This hypertrophied tissue serves to hold the central incisors apart. The 
space may vary from one to five millimeters. In some eases this fibrous band 
shows considerable mobility, exerting an active pressure on the teeth during 
muscular activity. It is therefore useless to attempt to correct and maintain 
these teeth in normal position without first removing the cause. 


TREATMENT 


In looking over the literature and speaking with those most interested 
in this subject, I find the usual practice is to destroy and remove the abnor- 
mal tissue by cauterization; in fact the treatment is generally spoken of as 
‘‘cauterizing the frenum.’’ The object of cauterization is to stimulate scar 
tissue which will later contract and draw the approximal fibers together. In 
my own experience, far better results are gained by excision of the redundant 
tissue—I might say by submucous excision, the object being to remove the 
fibrous band and leave only a linear incision. 


AGE TO OPERATE 


Early correction of these cases seems wiser around eight or ten years of 
age, though good results have been obtained up to adult life. 


OPERATION 


Under local anesthesia the elongated frenum is incised level with the gum 
and well up to the gingivolabial fold. The redundant portion is removed from 
the under surface of the lip. <A triangular section of the fibrous tissue is then 
removed along the median line, fine-pointed scissors being used. The edges 
on the under surface of the lip are brought together by suture to prevent ad- 
hesion of the raw surfaces. Healing is prompt—in a day or two and usually 
without soreness. 


REFERENCES 


Quintero, J.: Provence Dentaire Lyons, 1913. 
Angle, E. H.: Malocclusion of the Teeth. 
Bradford, T. G.: Dental Cosmos, 1910. 


*Read before the New York Society of Orthodontists, New York City, October 8, 1924. 
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SOME OBSERVATIONS OF THE ETIOLOGY OF MALOCCLUSION* 


By Paut D. Lewis, D.D.S., Searrue, WasH. 


HIS is not a paper on orthodontia, but rather one on malocclusion. The 

subject of malocclusion has been written upon so often and discussed be- 
fore the dental profession and by men of such prominence that the essayist 
hesitates in presenting a paper on this subject. Almost every dental society 
has one or more men who emphasize some particular phase that may be their 
hobby or pet study. It is my hope that a survey of some of the more impor- 
tant causes of malocculsion if brought before you again will be of benefit to 
some. 


I have purposely left out all mention of mechanics; also, I have omitted, 
in an effort to keep this paper brief, many of the commoner local and general 
causes such as harelip, cleft palate, congenitally missing and supernumerary 
teeth, extractions, impactions, early loss of deciduous teeth, late retention of 
same, poor restorations, abnormal frenum, ete. 


Malocclusion may be defined according to Dewey, as ‘‘any deviation from 
the normal to such an extent as to interfere with the functions of the teeth.’’ 
These deviations may range from eases so slight that they escape the notice 
of the general practitioner to cases of glaring facial deformity, that mark the 
individual as an object of pity as long as he lives. Irrespective of class or 
locality, it seems as prevalent in one section of the country as another. How- 
ever, it has been stated that less posterior occlusion, or Class II cases are 
found in the drier sections of the Middle West and West than along the two 
coasts. 


It is easy to recognize malocclusion. All of us see cases in our general 
practice, some with apparently only a few teeth out of alignment, others it 
seems where every tooth occupies anything but its normal position in the line 
of occlusion. And I am not speaking of children alone, but of adults as well. 
The periodontist struggles to eradicate pyorrhea, due so many times to the 
trauma of malposed teeth. The exodontist removes an impacted canine, or 
one that emerges far to the labial—known by the laiety as a ‘‘tush’’—or he 
extracts a premolar that erupts lingually due to a crowded and narrowed 
arch. The crown and bridge specialist replaces four crowded and crooked 
teeth by a three-tooth bridge. Finally, the prosthetist takes the patient and 
the story of the patient’s own teeth is ended and further malocclusion is then 
a problem for the plate specialist. 

I do not mean to imply that the periodontist, the exodontist, the crown 
and bridge man or the prosthetist is not rendering a valuable service to his 
patient, for it is a fact that many of these cases may be far beyond the time 
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when orthodontic treatment would be of help. However, my point is, had 
good orthodontic treatment been given these cases when that kind of work 
should have been done, much embarrassment, pain and suffering would have 
been avoided. 


What causes so many malocclusions? What is the etiology of these dento- 
facial malformations, and how are we as dentists to cope with them? It is 
not a problem for the orthodontist to fight out alone, but this growing army 
of disfigured children must have attention. The exodontist is not expected to 
shoulder the entire responsibility of educating the public to the evil effects 
of focal infection. 


Let us review for a few minutes some of the more predominating causes 
that either directly or indirectly, locally or systemically produce malocclusion. 

1. Bottle-fed babies show a greater tendency toward malocclusion than 
breast-fed babies. 

2. Endocrine disturbances or diseases of the ductless glands, due perhaps 
to faulty cell metabolism, cause malocclusion. Diseases of the pituitary bodies 
and the thyroid gland probably produce a great many cases of malocclusion. 

3. Faulty cell metabolism, or improper growth of the child, either con- 
genital or acquired, plays an important part, and under this head may be put 
improper assimilation. 

4. Diseases of childhood—those diseases that are associated with high 
temperatures such as measles, scarlet fever, chickenpox, mumps, etc., also 
play a part in the production of deformities. 

5. Rickets, the disease that is characterized by faulty bone development, 
may be present for a short time only, but long enough to produce malocclusion 
and poorly calcified enamel. 

6. Tuberculosis is another fact that must be reckoned with. 

7. Adenoids: The lymphoid tissue in the nasopharynx becomes hyper- 
trophied and congested due to infection, growing forward and downward 
until it touches the soft palate. This condition with the subsequent congestion 
and lack of development of the nasal spaces produces a mouth-breather, with 
all the accompanying evil features, such as: a posterior relation of the man- 
dibular arch to the maxillary arch, the face and the cranium; a high, con- 
stricted and narrowed maxillary arch; a lack of proper growth and develop- 
ment of the nasal spaces, with very often a deflection of the perpendicular 
plate of the ethmoid bone and the septum; an underdeveloped mandible and 
chin with a retrusion of the anterior mandibular teeth; an abnormal cusp re- 
lation; abnormal atmospheric pressure in the vault of the mouth and a short 
and underdeveloped upper lip with a thickened and overdeveloped lower lip. 

8. Enlarged and sore tonsils, closely associated with adenoids, and usually 
accompanying the common colds, may be the beginning and probably is the 
cause of many anteroclusions or Class III cases. In an effort to relieve the 
pressure on the inflamed tonsil and create more space between the anterior 
and posterior pillars, the child protrudes the mandible. If this act is pro- 
longed during the eruptive period the mandibular teeth lock in an anterior 
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position to the maxillary teeth. In deciduous arches, as in the permanent 
dentition, cases such as these should be corrected as soon as they are noticed. 


9. Malnutrition: It seems to me that, barring injuries and those purely 
mechanical habits, such as lip-sucking and thumb-sucking, malnutrition 
either directly or indirectly, may be classed as the greatest contributing fae- 
tor to malocclusion. Malnutrition alone may not be the real causative factor 
in but few cases—yet if we were really able to trace the history of these 
youngsters back to the time of childhood sicknesses and the beginning of 
maldevelopment, and even further back into infancy and prenatal life, con- 
sidering also the health and diet of the mother during gestation, we would 
find faulty nutrition and unbalanced diet to be fundamentally a big factor 
in an alarming majority of cases. 


It has been stated by authorities that a high percentage of babies are born 
in the world physiologically perfect. They sleep, eat and digest well. During 
the first year or two—the age of infancy—they are well cared for, reared bet- 
ter, perhaps due to the publicity and interest aroused by better baby clinies 
and a keener interest in nursing and diet. Unfortunately, about this time— 
in all too many cases—begins the period of neglect. The child becomes aware 
of his existence and surroundings, begins to assert himself, taking a hand in 
his own bringing up. He stays up late at night, robbed of sufficient and proper 
time of sleep. He sits at the table, eats with his parents and whatever they 
eat, foods little meant for the human stomach and certainly unfit for the 
growing, developing child. Meat and mashed potatoes, white bread and jam, 
and highly seasoned desserts are very poor substitutes whereon to build a 
strong, healthy body. Have you not seen similar cases? Is it not easy to 
foretell sickness, faulty metabolism, maldevelopment and malocclusion? I 
know of an instance where the child must be wheedled, coaxed, bribed and 
petted into drinking his milk or eating a small bit of vegetable and with the 
wave of a hand, like a baby emperor, dismisses it all. 


In speaking of the extent to which the teeth of Americans have degener- 
ated in recent times, McCollum says: ‘‘The trouble lies in great measure in 
faulty nutrition during prenatal life, infancy and childhood. A satisfactory 
diet is essential for the development of a sound set of teeth. If the jaws and 
teeth are poorly developed they must throughout life be vulnerable to bac- 
terial agencies.’’ 


Just another thought and then I will conclude. I have been asked three 
times in the last few weeks by parents seeking orthodontic advice for their 
children, ‘‘Is it too soon to start this work, and when is the correct time to 
start orthodontic treatment?’’ In two of the cases in which the children were 
about twelve or thirteen years of age, the parents stated that some two or three 
years previously they had consulted a dentist (and I might add that in neither 
case was it a local man) and had been advised to wait a few years in hopes 
that the condition would correct itself. In each instance the results for wait- 
ing were indeed sad. 


I believe the generally accepted idea of good orthodontia is to correct 
malocclusions just as early as they are recognized in deciduous or mixed 
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dentures. These cases of protruding maxillary anteriors and those of pro- 
truding mandibular anterior teeth are so easily treated in the deciduous arch, 
but if neglected they may make the hardest cases to treat in a few years. Do 
not advise your patient to wait until he is older or until all the permanent 
teeth have erupted. If no malocclusion exists, I am not in favor of mechanically 
developing every deciduous arch because a few do not develop enough to 
accommodate all the permanent teeth. When spaces do not increase between 
the deciduous incisors, both maxillary and mandibular, and the permanent 
incisors erupt in a crowded and bunched condition, then is the proper time 
to begin orthodontic treatment. While erupting, and until the permanent 
tooth reaches occlusion, there is little or no peridental attachment; if at this 
time correction and stimulation be applied physiologically, the tooth moves 
into the proper position in the line of occlusion, easily and quickly. When 
orthodontia is necessary and attention is given the youngster early in life, 
esthetics and facial balance soon right themselves and become normal; proper 
nasal development and nasal breathing develop naturally; trauma and sore- 
ness from moving teeth are avoided or reduced to the minimum and the growth 
of the arches, face and profile proceeds contemporaneously with the rest of 
the growing body. 

It is a part of our duty as guardians of public health—we owe it to our- 
selves, our clients, to our profession—to come to the front in assisting in the 
education of the parents and children to a state of better nutrition of the 
child as being a fundamental principle in preventive dentistry. 


SYNOPSIS OF THE PROCEEDINGS OF THE TENTH ANNUAL 
MEETING OF THE EUROPEAN ORTHODONTOLOGICAL 
SOCIETY HELD AT AMSTERDAM, AUGUST, 1924 


PRESIDENTIAL ADDRESS, BY Dr. J. T. QUINTERO, PROFESSOR OF ORTHODONTIA AT 
THE EcoLE DENTAIRE DE LYON 


HIS being the tenth annual meeting of the society, it is fitting to cast a 
glance upon its past history. It will be noticed that our society, like the 
specialty of orthodontics, like dentistry itself in fact, and every science, has 
passed through various stages in its development. The first stage in dentis- 
try was one of empirical treatment; then came one of mechanical application, 
and finally of theoretical speculation. The same was true in orthodontics and 
is true with our society, save for the first stage which we have been spared. 
Now our aim is to lift our specialty above the rank of handicraft and art, 
and make it a science. The cooperation of all is necessary for this, and we 
are glad to welcome among us our colleagues from Germany who will help to 
make our society, not only in name, but also in fact, the European Ortho- 
dontological Society. 
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A paper entitled The Genetic Causes of Dentomaxillary Deformities was 
read by Dr. Kanrorowicz, Professor at the Dental Institute of the University 
of Bonn. (Translation by Dr. Kantorowicz.) 

Scientific orthodontics has tried, as her chief problem, to divide the great 
number of malformations into groups by laying stress upon characteristics 
which serve the necessities of classification but do not satisfy the study of 
etiology, although it shall not be denied that some groups of malformations, 
especially of the Angle system have the same familiar etiology. More pre- 
cisely, the clear character upon which classification is based appears in the 
system of Simon, who discards from the beginning every etiologic factor. 
It is a fact that we know but little about the origin of the malformations 
with which we are occupied, which is very strange. It may be supposed that 
every malformation originates in the course of individual evolution or in- 
creases from a small beginning to a great malformation. The idea of evolu- 
tion has not yet entered orthodontia. 

To understand a malformation is to explain it or to make clear the way 
it originated by deviating from the normal development. It is one of the most 
important tasks of scientific orthodontics to ascertain this fact. The solution 
of this task is rendered more difficult by the fact that a great series of etio- 
logic chains (deutsch ‘‘Causalketten’’—connection between cause and effect) 
exist, each of which can produce pure malformations. On the other hand 
they are able to influence one another and produce malformations difficult to 
understand, the analysis of which demands much experience and diagnostic 
discernment. 

Of such etiologic chains to be considered are: first, absolute or relative 
to ‘‘big loading’’ (Belastungen) which mostly occurs when the solidity of 
bone is diminished as the result of rachitis. These ‘‘loadings’’ must be di- 
vided into: (1) deformities produced by the contraction of muscles (obtusity 
of the angle of the jaw; bending of the chin and oblique position of the mas- 
ticatory plane) ; (2) the direct deformity in front of the jaws, which appears 
in babies and which produces open bite. The second etiologic chain is con- 
nected with normal breathing rendered more difficult by adenoids, which cause 
the compression of the maxillae. It is connected with prognathism as well as 
the posterior dislocation of the mandible. 

The third etiologic chain, which is often the most important of all, de- 
pends upon hindrance of growth which the jaws suffer by premature loss of 
teeth during the growth in the length of the jaws and which is manifested in 
the bilateral or unilateral shortening of the maxillae or the mandible. 

A further etiologic chain is connected with variations of the occlusion of 
the teeth, as for example, the protrusion of the mandibular incisors in the 
teeth of the baby, which can become a Class III of Angle during the eruption 
of the permanent teeth. The protrusion of the maxillary incisors can give 
occasion for the development of the Angle Class II. 

The practice of orthodontics has long preceded scientific knowledge, but 
it may be expected that as a result of the interest in prophylaxis, by research 
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work in etiology, and therapeutics that the scientific phase will receive ex- 
tensive stimulation. 

Summary of a paper by Mr. G. Norrucrort, of 115 Harley Street, London. 
To summarize briefly those points in the relationship of the teeth with grow- 
ing normal and abnormal jaws that have been dealt with: 


1. Orthodontia is the branch of dentistry chiefly concerned with growth 
and development. 


2. Normal must be used to express ‘‘average’’ only, not to imply ‘‘ideal.’’ 
3. Growth and development must be studied on modern biologic lines. 
4. The mechanical theory of growth must be abandoned. 


5. The rate of growth is an all-important factor governing the positions 
of the teeth and the relation of the dental arches. 


6. Prenatal conditions play a very important part in normal growth and 
development, and the teeth are seen to be affected equally with other structures. 

7. The importance of a fully functional deciduous dentition to maintain 
normal growth and development must be fully recognized. 


8. Irregularities of teeth and malrelationship of the maxillae and man- 
dible are often present in the deciduous dentition. 


9. The size of the deciduous teeth is correlated to the size of the per- 
manent teeth and the rate of growth of the individual must play an impor- 
tant part in causing normality. 

10. Normality of position is influenced by the age at which the deciduous 
teeth are shed and the permanent teeth erupt. These latter processes are in- 
fluenced by the rate of growth. 

11. In conclusion, the lingual cusp relationship is more important than 
that of the buccal cusps. 

CONCLUSION 


In conclusion, I cannot hold out greater encouragement to the enthusi- 
asm of many of my earnest and energetic colleagues, or a securer basis for 
the faith in the practice of the specialty of orthodontia, than the closing 
words of J. T. Cunningham’s work on ‘‘Hormones and Heredity’’: ‘‘Hered- 
itary or constitutional factors are of course of the highest importance, but 
there exists very good evidence that modifications due to external stimulus do 
not perish with the individual, but are in some degree handed on to succeed- 
ing generations, and that good qualities and improvement of the race are 
not exclusively due to mutations which are entirely independent of external 
stimulus and functional activity. It is important to produce good stock, but 
it is also necessary to exercise and develop the normal, mental and physical 
qualities of that stock, not merely for the benefit of the individual, but for 
the benefit of succeeding generations and to prevent degeneration.’’ 


Dr. Murk JANSEN, lecturer at the University of Leiden, Holland, read 
a paper entitled Some of the Life-Properties of Bone Substance, of which the 
following is a synopsis: 

Living bone is plastic. This is patent from the normal mandible of which 
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the horizontal and ascending branches meet in an obtuse angle in the toothless 
mouth of the very young and the very old, while they mect almost as a right 
angle when the teeth are present. 


If the pressure of muscle action and body weight which acts upon bone, 
sinks below the normal, the radiograms reveal a diminution of lime salts. 
This is observed in unilateral congenital dislocation of the hip. If functional 
pressure rises much above the normal, the lime salts likewise diminish sooner 
than the other components of bone substance. Between these two rates of 
pressure there is a range in which the deposition of lime salts is enhanced. 
Bone therefore admits of training in resisting pressure, whilst overtraining 
diminishes the limesalts and enhances plasticity. 


Bone is the highest of the tissues of support. By the deposition of lime 
salts it is differentiated from the lower ones. This differentiation apparently 
shows greater irritability and fatigability than the previous stages in bone 
_ formation. 


In growing bone the dissociation of differentiation is more evident still 
than in fully-formed bone. In growth cartilages, three well defined stages 
are observed one beside the other, viz.: (1) Cell division. (2) Cell enlarge- 
ment. (3) Differentiation. Every obnoxious influence that retards growth, 
causes extraretardation of differentiation. This is observed in the condition 
known as ‘‘rachitis.’? Rachitic bones are, indeed, too small, but the bone 
centers in them lag still more behind the normal. The growth dises are too 


wide; cell division and enlargement do not take place, but the enlarged cells 
wait in vain for differentiation. The bones also bend, although weight- 
bearing remains below the normal. Obnoxious influences thus cause growing 
bone to draw nearer to a lower tissue of support, since they retard differen- 
tiation more than the preceding stages of bone growth. 


The retardation of growth and the extraretardation of differentiation, 
brought about by obnoxious influences, are distributed over the various bones 
in a measure which is proportional to the rapidity of their (normal) growth; 
those which grow most rapidly show the greatest retardation. (Law of the 
vulnerability of fast growing ecll groups.) By comparing rachitie children 
with their brothers and sisters, it has become patent that the most diverse 
injurious agents may cause this retardation. On account of these facts 
rachitis is to be considered as an enfeeblement of the power of growth, which 
might be termed a feebleness of growth. 

In the extraretardation, differentiation behaves in growing bone as a 
process of more rapid growth than the preceding processes. 

If the necessary materials, as phosphorus and lime, or light and vitamines, 
for the construction of bone, are withheld from growing beings, a retardation 
of growth and extraretardation of differentiation is observed as in rachitis. 

Impressed by this result of modern research, most scholars at the pres- 
ent moment, tend to assume that rickets always is a condition of dietary 
deficiency. Rickets, however, has been proved to develop in children with- 
out any dietary insufficiency. In case of dietary deficiency, the bone-cells are 
to be considered as normal builders without the required material; in rickety 
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children the bone-cells may be considered as enfeebled builders with the re- 
quired material. The similarity between dictary deficiency and rickets, to us, 
produced further evidence for the assumption that rickets is a quantitative 
change of normal growth. In the repair of traumatized bone—as is well 
known—a limeless tissue develops first, i.e., a lower tissue of support, which 
tends to respond to either early or excessive weightbearing, as to a nocive 
agent with retarded deposition of lime salts. 

The three stages in the development of bone, cell-division, cell-enlarge- 
ment and differentiation, which normally cooperate harmoniously in the pro- 
duction of bone, thus tend to dissociation; differentiation is sooner retarded 
by injurious agents than the preceding processes. Hence differentiation in 
growing as in preformed bone responds to obnoxious influences with greater 
irritability and greater fatigability, which are the mere manifestation of fee- 
bleness. In growing bone as in preformed bone, differentiation appears to be 
sooner enfeebled than the preceding processes. Differentiation in bone behaves 
as a process of more rapid growth than the other processes. And this may be 
the true nature of the tendency of bone to deflect to a tissue of lower order, 
when under the influence of injurious agents. 

Long before an obnoxious influence in a growing being leads to retarda- 
tion of differentiation of bones, the growth of muscles is diminished. In a 
growing body, the differentiation in bone tissue, therefore, behaves as a 
process of less rapid growth than the muscles, but of more rapid growth than 
cell-division and ecell-enlargement. 


A paper entitled Some Biological and Physiological Considerations of 
Orthodontia and their Relation to some of its Mechanical Aspects was read 
by Dr. OrEN A. OLtver, D.D.S., Professor of Orthodontia of Vanderbilt Uni- 
versity, Nashville, Tenn., 

Particular reference was made in this paper to the importance of the 
relationship of mechanical influences on growth and development of the jaws, 
and to the changes produced incidental to the movement of teeth. The prac- 
tical questions arising out of the consideration of this paper from the view- 
point of the practical orthodontist may be summarized as follows: 

1. In what eases should treatment be instituted? 

. How long should treatment be carried out? 

. What type of appliance should be employed? 

. Should treatment be continuous or intermittent? 

. When should treatment be discontinued ? 

. What is the status of the so-called working retainer? 

The answers to these questions constitute the field of practical ortho- 
dontia in its entirety. 

A clinical demonstration was given to accompany this essay, in order to 
refer to many practical points which could not be satisfactorily dealt with 
otherwise. 

The essayist in conclusion wished to express his appreciation of the col- 
laboration and help he received from his friend Dr, R. C. Derivaux of Nash- 
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ville, Tenn., in the preparation of certain of the topics relating to biology and 
pathology. 


Dr. A. KapNner of Hamburg read a paper entitled Connection of Psychical 
Defects with Anomalies of the Teeth and Jaws Resulting from the Damaging 
of the Glands with Interior Secretion. 


Synopsis: The theory of the interior secretion brings a new light in the 
knowledge of a distinct group of jaw deformities. To this group belong 
those deformities which are connected with psychical defects. Both damages 
of the body of this manner must make use of the theory of interior secretion 
as tertiwm comparationis. 


Firstly, it must be proved that those deformities, found with these indi- 
viduals, are undoubtedly pathologic; secondly, that the blood glands pro- 
duced this pathologic state. The basis of the first point lies in the theory of 
inheritance. 

Several cases explain the method of research. The results of these are 
hindrance or promotion of growth according to the gland which is concerned. 
Research into this latter question will be made on the basis of the well-known 
reaction of Abderhalden. 


Dr. P. T. Meaney of Portland, Oregon, U.S.A., read a paper (by proxy) 
entitled Intelligent Cooperation Between the General Practitioner of Dentis- 


try and the Orthodontist in the Prevention of Irregularities of the Teeth. 
The outstanding points of his paper were: 


1. The necessity of preserving intact all the surfaces of the crowns of 
the deciduous teeth and the nerves and surfaces of the first permanent molars. 


2. The evil effects of the lack of the care of these teeth on the develop- 
ment of the jaws and eruption of the permanent teeth. 


3. Reference was also made to the evil effects of irregularities of nasal 
function on development of the parts of the face and the jaws. 


Dr. Vicco ANDRESEN of Copenhagen read a paper entitled Malocclusions 
Belonging to Professor Bolk’s ‘‘Denture of the Future Man’’ as a New Class 
in the Orthodontological System, of which the following is a résumé: 


Whilst most of the malocclusions are the result of cultural mistakes— 
malnutrition and malfunction—, many cases are, however, caused by the pro- 
gressive reduction of the human set of teeth (combined with progressive in- 
crease of the brain). 

Two questions arise in cases connected with phyllogenetical, progressive 
reduction, the—so to speak—malpractice of Nature in our professional realms: 
(1) How are we to classify them? (2) How are we to treat them? In regard 
to (1), as we find cases belonging to the different classes of Angle’s system 
combined with, and complicated by, this factor as the etiologic basis, there are 
some reasons of placing this malocclusion in a special class. This opinion is 
fortified by reflections concerning the therapy. The second question can per- 
haps better be formed as follows: ‘‘ Are there any indications to imitate the 
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so-called ‘Zukunftsgebiss’ by artificial reduction, viz., extraction of the max- 
illary lateral incisors and the mandibular second premolars?”’ 


The answer must be: ‘‘If the terminal reduction (Bolk) of the set of human 
teeth is in accordance with phyllogenetical laws it must also be so in relation to 
orthodontological laws.’’ It must, however, be mentioned that the liability 
of the persistence of the second provisorical molars and their probable future 
transformation into a permanent molar must be taken into consideration. It 
must further be mentioned that the question regarding extraction of the max- 
illary lateral incisors is also a question which has relation to the present and 
not alone to the future cosmetical ideal of beauty. In cases of asymmetrical 
reduction, e.g., if only of the maxillary incisors or mandibular second pre- 
molars are missing, it may be necessary to increase the spaces for the missing 
teeth, instead of fulfilling the reduction by extraction. 


We are, however, in want of systematic rules for the judgment of indica- 
tions and contraindications concerning extraction of certain teeth. Regarding 
this point the author has tried to find a gnathophysiognomiec index, but al- 
though he has procured some very interesting results, he has come to the fol- 
lowing conclusion: it will be necessary to elect a committee who will devise 
rules for systematic investigations regarding the diagnosis, therapy, and prog- 
nosis concerning the biologie and artificial reduction. A cooperation of all 
orthodontists is necessary, the cases of the normal ‘‘Zukunftsgebiss’’ being 
relatively rare. According to this rarity the anthropologists have not yet 


designated this future human race by a special adjective, e.g., homo super- 
sapiens s. subdentatus Bolk. 

Orthodontology owes a great debt to Prof. Bolk of Amsterdam, who has 
created a unique collection of skulls, whereupon the thesis of the progressive 
terminal reduction is based. Orthodontology has, however, the duty of fur- 
thering and utilizing this, especially for our all-important science. 
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CASE REPORT 
SECOND MOLAR EXTRACTION* 


By Homer A. Porter, D.D.S., Kansas Ciry, Mo. 


ECOND molar extraction is a question that is thrusting itself before the 

orthodontists of the country more forcefully all the time, and especially 
has it been noticed and studied within the last few years. As a rule, the 
second molar difficulty begins to appear at about the eleventh year of age, 
and becomes more marked from then on, usually reaching a climax between 
the sixteenth and twentieth years, unless measures are taken to prevent it. 
With a normal individual, the second molars are fully developed at the 
sixteenth year, and the third molars are well formed, and in some cases 
ready to erupt. 

In the discussion of this subject, we will treat it under the following 
classifications: 


1. The condition of the first and second molars. 
. The age of the patient. 


. Type and racial characteristics. 

. Maloeclusion. 

. Natural limitations. 

. Dangers of second molar extraction. 

. Conclusions arrived at, and results to be gained. 

It is my contention that by giving due consideration to these various 
aspects of the situation, we can be reasonably safe in arriving at a diagnosis, 
so that if the type of case is judged to be one that cannot accommodate the 
third molars on account of physical limitation, which is a law provided by 
nature, I contend that it is absolutely essential that the third molar issue 
be met and properly cared for. 

By the condition of the first and second molars, I mean the health of 
the tooth. If the first molar is sound and not decayed, I would most as- 
suredly use the second molar for extraction. However, if the first molar 
has a large cavity, or even a cavity that has been filled, and the radiograms 
indicate that at some future time the closeness of the filling to the pulpal 
cavity may bring on the death of the tooth, I would, in that case, extract 
the first molar, granting that the second molar is in a healthy condition. 
In other words, I believe that the patient should be taken into consideration 
first, and that the operation should be such that he is left with two healthy 
molars, if possible. 

The age of the patient is the least important factor of the subject. For 
instance, if a case is under treatment in which, after careful diagnosis, you 


*Given before the American Society of Orthodontists, Kansas City, Mo., March 18-21, 
1924, 
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are certain that your mandibular and maxillary development is not sufficient 
to accommodate the third molars and permit a well established occlusion 
of the rest of the teeth, you are justified in extracting to compensate for 
the same. Of course, if you have a case where the third molars are already 
in, and where they have forced the teeth anteriorly out of a balanced oe- 
clusion, your judgment as to which tooth to extract will have to depend 
upon the condition of the individual molars, and you would naturally extract 
the one which is in the most weakened condition. In this discussion of 
second molar extraction I am only dealing with those cases that come to the 
orthodontist, and not the adult cases that go to an exodontist; and so just 
to the extent that I have mentioned above is the age of the patient important 
in being considered. 

Through careful study in diagnosing cases I have been impressed with 
the need for a classification of types according to physical characteristics, 
taking into account the stature of the parents, both as to weight and height. 
Various elements enter into this classification: bone development, the width 
of the mandibular and maxillary arches, and the length from the angle of 
the ramus to the symphysis of the chin. After careful study I have arrived 
at the conclusion that merely classifying cases by the types of malocclusion 
we now use is not sufficient in obtaining a comprehensive diagnosis; but by 
combining the type classifications with the classifications of malocclusion we 
are able better to determine our course of treatment of the case in hand. 
The classification I have worked out is as follows: 


Racial Type A—Small patients. 
1. Both father and mother small. 
2. Small bone development. 
3. Usually underweight. 
4. Arches narrow, and short in length. 


Racial Type B—Medium or average patient. 
1. Father large, mother small—or vice versa. 
2. Height and weight vary. 
3. Normal bone development. 
4. Arches usually wide, but the length varies. 


Racial Type C—The large patient. 
1. Both parents large. 
2. Normal height and weight. 
3d. Arches full, as to length and width. 


This classification is the keystone of my diagnosis. In illustration of 
the use of the type classification :—if you are handling a case of Racial Type 
A and Class 1 Malocclusion, you can be definitely certain that in the majority 
of cases you will never have room for the third molars. So in your diagnosis 
and prognosis you must consider the effect of the third molar on your cor- 
rected occlusion. You will find the proportion of cases that will not accom- 
modate third molars in Racial Type B to be about 75 per cent, or in the ratio 
of three to one. 
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Type C is the only full classification that will accommodate the third 
molars. This type of patient is usually of the northern Scandinavian parent- 
age, or from certain districts of Russia or Scotland. The pure negro also 
belongs to this type. No race will long remain within the Type C class 
that lives the modern life with its soft prepared food and lack of rough 
diet, as it is a known fact that the change in diet and living of the human 
race is gradually lessening the stature of the individual, and the degree of 
mandibular and maxillary development. 

By the application of the standard classification of malocclusion in cor- 
relation with our racial type classification, we are aided in determining the 
point, or points, in the mandibular or maxillary arches where we are desirous 
of obtaining bone development, and to better determine the time for the 
removal of the second molars. 

First we will take up the cases of those individuals who have normal 
maxillary and mandibular development, whose arches are practically nor- 
mal, and whose general features are regular. In this class you will often 
find plenty of arch space, or bone alveolar development, to accommodate 
easily fourteen teeth in each arch; but through arrested development of the 
bony structure in the angle of the ramus and the posterior part of the 
alveolar process, there is not sufficient space for the third molars. The re- 
sult is that these third molar buds develop at an angle of approximately 
forty-five degrees, with the roots reaching down toward the adverse portion 
of the heel of the ramus, the cusps being pushed forward mesially and 
lingually, striking, and in a great many cases exerting pressure against the 
distal side of the second molar just below the enamel line of the tooth. 

I have noticed this pressure against the membrane surrounding the 
second molar in case after case. As a consequence, the second molar is moved 
heavily to the lingual, and often with considerable rotation on the tooth’s 
axis. Every competent orthodontist, attempting to straighten up these second 
molars with their heavy lingual inclination, can have adequate proof that 
they have been moved to that position by the action of the impacted third 
molars, by a study of radiograms taken from three angles. We have found 
that this second molar in the mandibular arch almost defies any amount of 
pressure that it is possible to place there to restore it to its normal position 
and maintain it securely, as long as the action of the third molar is allowed 
to remain. 

After carefully studying the cases I have had under observation, and 
working with some prominent exodontists along this line, it is my belief that 
in cases of this type it is better to remove the second molar and allow the 
third to move forward and erupt in a normal position, rather than to at- 
tempt the blocking and surgical removal of the impacted third molar, with 
the detrimental action that is likely to follow that procedure. We all know 
that in many mandibular cases the roots of the developing impacted tooth 
are around the heavy inferior dental nerve, coming down within the angle 
of the ramus; and that it is also possible through the amount of the process 
necessary to be removed to so weaken the bony structure that a fracture of 
the jaw may occur at that angle. 
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The question has been asked me a great many times whether the erupt- 
ing third molar in this case would erupt in a manner that would establish - 
occlusion or contact with the first molar. I have carefully followed out a 
number vf cases, and in every instance observed, the third molars have moved 
out to an ideal occlusion. The cases studied have been individuals between 
the ages of sixteen and twenty-four. It is not my contention that all second 
molars should be extracted where there are impacted thirds; but in the type 


Figs. 1.—Shows the side view of the first model. This was a unilateral distoclusion case. 


Fig. 2. Fig. 3. 


Fig. 2.—Shows the inside view of the maxillary arch. Note the position of the second 
molar on this model, and its relationship on the alveolar process. The right maxillary second 
molar is showing the effect of the pressure of the third molar more clearly at this time than 
is the left maxillary second molar. 

Fig. 3.—Shows the inside view of the mandibular arch. Notice the position of the 
mandibular second molar in relationship to the alveolar process, and the arch relationship with 
the rest of' the teeth. The third molar in this case, erupting at an angle of about forty-five 
degrees, is striking the second molar below the bulge of the distobuccal cusp in such a manner 
that it has forced it heavily to the lingual, and with a considerable rotation on the axis of the 
tooth. It is practically an impossibility to straighten these second molars, with their heavy lin- 
_ inclination ; and even should they be brought to a corrected position, it is nearly impossible 
oO maintain it. 


of case described it is my judgment that it is better to remove the second 
molar than to surgically remove the impacted third, with the possibility 
of injury to the bony parts. 


2k 

— 
5 
P “2 
: 


260 Homer A. Potter 


With this same type of case, in dealing with the maxillary arch, you 
can prove to your own satisfaction through careful use of radiograms, that 
in over 70 per cent of the cases, the impacted third molar is almost on a line 
with the first molar, taking the mesial portion of the impacted third and the 
distal portion of the first; because in such cases the action of the third molar 
is from the lingual angle of the alveolar process, with the exerting pressure 
on the distal lingual angle of the second molar, shoving the teeth to the 
buecal—so much so that I have sometimes seen the occlusal surface of the 
second molar at right angles to the cheek tissues. Where this condition 
exists, it is a simple process to remove the second molar and allow the de- 
veloping third molar to erupt almost straight down, and establish contact 
with the first molar. 

The second classification of malocclusion deals with what are commonly 
called Class 2, or distoclusion cases. Here we find underdevelopment of the 
mandibular arch, so that it is perfectly obvious that there is not’ enough 


Fig. 4.—Shows the position of the maxillary second molars and the mandibular second 
molars when in occlusion. Notice that the lingual cusps of the maxillary second molar are 
resting on the buccal planes of the cusps of the mandibular second molar. 


alveolar process to take care of sixteen teeth. If such a case be taken at the 
ideal period for bone development, and granted that the systemic conditions 
are favorable, it would be possible to gain sufficient bone development in the 
mandibular arch to accommodate the first and second molars and in a small 
percentage of cases enough development has been gained for the third molars. 
It has been my observation, however, that in at least 30 per cent of such 
eases, it would be far better, where the radiograms show a developing third 
molar without sufficient process to accommodate it, to remove the second 
molar and permit the third to erupt in the second position. 

As we know, in gaining our bone development in the mandibular arch 
with the use of the intermaxillary ligatures, the teeth in the maxillary arch 
are moved slightly to the distal, and the pressure exerted in an anterior 
manner in the mandibular arch. For that reason, if the third molars in the 
maxillary arch have not sufficient space at the time the ease is started, it 
is perfectly obvious that there would not be room enough later when the 
pressure is of a posterior nature, and the development is merely that of buccal 
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expansion. Therefore, in such cases I think it is much better to remove the 
second molar and allow the third to come into place. : 

The reason for so many failures in Class 2 cases has been that we have 
blindly attempted to retain sixteen normal size teeth that were intended 
for an individual with normal facial outline and bone development. How 
many times have we seen cases where the individual had a small narrow 
face, and the orthodontist in making correction has kept the sixteen per- 
fectly normal teeth and developed the arches to accommodate them. The 


Fig. 5.—Shows the relationship of the maxillary and mandibular arches after one year of 
treatment with the maxillary second molar removed. 


Big... 7. 


Fig. 6.—Shows the inside view of the maxillary arch, with the second molar removed. 


Fig. 7.—Shows the inside view of the mandibular arch after a year of treatment, with 
the second molars still in position. At this time I wish to call your attention to the position 
of the second molars, and especially to the lingual inclination and the rotation on the tooth’s 
axis, brought about by the advanced pressure of the third molar, and the reaction of treatment. 


resulting occlusion may be ideal so far as the teeth and the processes are 
concerned, but when taken in relationship with the rest of the face it gives 
an unnatural and ape-like appearance. We should always take into con- 
sideration the facial outline and type before drawing our conclusions as to 
whether it is best to maintain the arch in relationship to the rest of the face, 
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rather than to attempt to establish an ideal where it would draw the arches 
out of proportion. 

The third classification covers those cases commonly known as Class 3, 
or mesioclusion, where we have a normal or overdeveloped mandible, and 
underdevelopment of the maxillary arch. This type is one of the easiest of 
all classes to handle and correct, from the standpoint of the orthodontist. 
As a rule, there is less trouble here with impacted third molars on account 
of the greater development of the mandible, which allows space for them 
to erupt properly. 

Now in this type of case, where the conditions are as described, and 
where development is to be gained especially in the maxillary arch, par- 
ticularly in the anterior portion from canine to canine—for here the maxillary 
wings have failed to unite with the nasal spine and form a normal maxillary 
arch—we find less trouble with our third molars than in any other class. 
But where we find that through our corrective action on the anterior por- 


Fig. 8.—Shows the occlusal view after a year’s treatment. Note the position of the 
mandibular second molar, which is preventing the proper occlusion of the arches, due to the 
position of the mesiobuccal cusps at this time. 


tion of the maxillary arch we are moving the teeth distally on the mandibular 
arch and bringing about an impaction of the third molar, it is better to 
remove the second molar and permit the third to erupt normally. 

In considering natural limitations, too many of us are prone to make 
the mistake of not properly diagnosing the cases of malocclusion that are 
presented to us, and taking for granted that we can make any change that 
we desire in the arches, irrespective of the racial type classifications. In 
other words, we have felt that it was in our power to lengthen the mandible 
to any length we might desire, and we deemed it entirely possible to put 
a Racial Type C mandible on a Racial Type A individual—or the same with 
the maxillary arch, with the corresponding development of the bones of 
the face. 

However, such is not the ease, for nature has wisely provided a limit, 
beyond which it is impossible, under normal circumstances, to get develop- 
ment. That is why, in certain types of cases, we find ourselves blocked ab- 
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Fig. 9-A. Fig. 9-B. 


Fig. 9—A radiogram of the maxillary arch, showing the position of the third molar August 
15, 1923. The appliances had just been placed on. 


Fig. 10-A. Fig. 10-B. 


Fig. 10.—Shows the position of the teeth February 6, 1924, when the appliances had been 
removed for a rest period. Note the position of the third molar at this time, the second molar 
having been removed exactly three months previously. 


Fig. 11-A. Fig. 11-B. 
Fig. 11.—Shows the position of the mandibular third molar on August 15, 1923. 


Fig. 12-A. Fig. 12-B. 


Fig. 12.—Shows the position of the third molar from another angle, the same date. I 
wish to state at this time that I am going to remove the mandibular second molars next 
week. At the present time the case is undergoing a rest period, and the position of the 
erupting third molar is being radiographed every two months. 
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solutely in the effort to get mandibular development for the type of chin 
we deemed desirable. This is known as the law of natural limitations, and 
the only exceptions to it are where we have an over secretion of the glands 
which have to do with the development of bony structure, and that is not 
normal development. 


It is a known fact that in all orthodontic development the action and 
reaction of the posterior and anterior portions is exactly equal, so that 
the second molar, in many instances, moves distally sufficiently to lock the 
third molar below the contact margin of the distal portion of the second 
molar. Granting that the age of the patient is such that the third molars 
have not erupted, we can remove the second molars, thus making possible 
the eruption and moving forward of the third molars to establish contact 
with the first molars, either naturally or with mechanical aid, and so establish 
a perfect arch. By so doing, the greatest cause of post-retainer difficulties is 
eliminated, and we will not be afraid to see our patients ten years hence. 
Whereas, if the first and second molars are left in their natural position with- 


Fig. 13.—Shows the patient at the present sfage of treatment. 


out adequate room for the eruption of the third, it is likely to cause trouble 
and make all our previous work ineffectual. As one doctor has aptly stated, 
our attitude in the past seems too often to have been, ‘‘Trust to the Lord 
that the patient will move away before the third molars start to cause 
trouble.’’ If we foresee this situation, however, and maintain an established 
occlusion where the only factor that can distort it is that of decay, we have 
rendered a service to our patients that cannot be measured in dollars and 
cents. 

One reason why extreme caution is necessary in surgically removing 
impacted third molars is due to the inferior dental artery, which arises nearly 
opposite the middle meningeal artery, and descends on the spheno-mandi- 
bular ligament, with the inferior dental nerve, lying on its posterior and 
outer side. Having reached the inferior dental foramen, this artery gives 
off the small mylohyoid artery, and then passes through the inferior dental 
foramen and enters the inferior dental canal. The inferior artery is the 
main blood supply of the mandible, and once severed, serious complications 
would arise. 
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Another point of danger in connection with extracting the third molars 
in the mandibular arch, arises on account of the position of the inferior 
dental nerve, which comes down almost parallel with the blood supply. This 
nerve passes downward under cover of the external pterygoid muscle, and 
through the inferior dental canal. The lingual nerve is anterior and internal 
to it, and the inferior dental artery is posterior and external to it. Within 
the dental canal, the nerve is accompanied by the inferior dental artery. 


The most important nerve that lies in the region of the third molar 
extraction is the big lingual nerve. This is a sensory nerve. Coming from 
between the external pterygoid muscle, it passes downward and forward 
beneath the internal pterygoid muscle and the mandibular ramus, and over 
the mandibular fibres of the superior constrictor muscle, below the level of 
the third molar tooth. It lies immediately beneath the mucous membrane of 
the mouth, and is here accessible for operative purposes. This fact should 
cause a person to think twice before undertaking to surgically remove an 
impacted third molar without first making a most careful x-ray diagnosis 
and ascertaining that the condition of the patient is such as to restore the 
processes removed, and that the danger entailed in the operation would not 
affect the blood and nerve supply. 

An important point, and one which is often overlooked by the profession 
at large, is the fact that if radiograms are taken from three angles, using 
the third angle picture to get the tooth in a line from the crown to the 
apex of the root, it will show the exact relationship between the impacted 
third and the second molar. It is surprising the number of cases we find 
where the impacted third molar has seriously injured the distal roots of the 
second molar. In some instances it has even caused an absorption of the 
tooth structure in the region of the enamel junction. 

Now suppose in a ¢ase of this kind we surgically remove the third molar: 
it is only a matter of time until the second molar will have to be removed 
also because of conditions caused previous to the removal of the third. 
Therefore, it is my judgment, where there is definite proof of the condition 
described, that it would be far better to remove the second molar and allow 
the impacted third to erupt and come forward into the second position, then 
moved to contact with the first molar, which would give the patient two 
perfectly good molar teeth. 

In extracting the third molar in the maxillary arch we do not encounter 
the danger of mandibular extraction. First, because of the difference in 
bone tissue involved, and second, because of the distance from the nerve sup- 
ply, the superior second and third molars being supplied by the posterior 
dental nerve. 

I wish to state that this case which I am presenting is not a completed 
case, but one of a dozen or more that I have under treatment, and that will 
be finished in the next year or two years at the most, when I anticipate some 
very valuable data on the development of this theory. I sincerely hope that 
it may be the stimulation for continued research work along this line, and 
that in the end orthodontic knowledge may profit thereby. 
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ACUTE NECROSIS OF THE JAWBONES* 
By W. A. Bryan, M.D., F.A.C.S., NASHVILLE 


OR the purpose of the present discussion the nature of ingress of the in- 

fection causing necrosis is of no material interest, nor shall time be con- 
sumed in didactic discussion of the disease and the complications possible. 
The aim is altogether in a different direction. The purpose is to inquire into 
present practices of the medical and dental professions in actual cases of in- 
fected bone, and to apply certain general rules of common law of surgery, 
with a view to determine whether the practice should be modified. In doing 
this it will be necessary for the surgeon to trespass upon the territory of the 
dentist somewhat with the full and willful knowledge that in so doing he 
lays himself open to attack from that source. What is said is in no wise to 
be construed as a criticism of any man, living or dead, but is undertaken 
with a purely scientific purpose, with the hope of checking up our practice 
by facts that sometimes have been known so long that their luster has been 
dimmed by the shadows of later, if less important, knowledge. 

In all cases of infection, Nature undertakes to delimit the area that con- 
tains bacteria from the surrounding healthy tissue, and to proceed with tire- 
less energy to attack the offending microorganisms. Sometimes she fails by 
accident or from sheer inability to hold them in the original territory. Then 
the process is to be repeated until a wall of leucocytes that holds is built. All 
know that the squeezing of a pimple may convert it into an abscess. Not all 
know why. The reason is very simple, namely; the pressure of the squeeze, 
even when it forces pus to the cutaneous surface, at the same time ruptures 
the ensheathing impermeable wall of leucocytes and permits the escape of 
bacteria into the adjacent healthy tissue which may also be bruised by the 
pressure and thereby rendered less capable of resistance; a new and larger 
wall must form around a newly invaded and unprotected field, resulting in 
a fully developed pimple, overgrown, which is an abscess, and this inexcusable. 


*Read before the Sixth District Dental Society at Nashville. (Reprinted from Journal of 
the Tennessee State Dental Ass’n., January, 1925.) 
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When surgeons first learned that they could attack the abdominal viscera, 
they operated on all cases of acute pelvic infection as soon as possible, with 
a mortality of 25 per cent plus. They now put all such cases of this kind on 
palliative treatment and operate only after subsidence of fever, which simply 
means the passage of the acute stage of the disease. The mortality has been 
reduced to practically nothing. 

Formerly, in dealing with ruptured hollow viscera, e.g., ruptured appen- 
dix, with localized suppurative peritonitis, surgeons did the apparently ra- 
tional thing and washed the peritoneal cavity clean with uncounted gallons 
of hot water or salt solution and converted the local into a general peritonitis, 
thereby incurring a mortality that was pitiable, of 25 to 50 per cent. Today 
the same surgeons open the abdomen, remove the appendix quickly and insert 
a drain, paying no heed to the pus, and lose about 5 per cent of the cases, most 
of which are moribund at the time of operation. 

Now, these two illustrations are exceedingly instructive. Many more 
might be given. The two are interesting on account of certain elemental facts 
which determine the successful results finally attained in these cases, though 
the reason for this success is to be found by looking in two extreme directions. 

1. In the pelvic cases we wait until the bacteria have lost their power, or, 
to put another light upon it, until the woman has whipped her infection into 
subsidence, even though it be admittedly temporary, and when the operation 
is performed it is upon a woman whose strength, as compared with that of 
her bacterial enemy, is relatively greatly increased; or if you prefer, the in- 
fective virulence has been relatively diminished. Here we have delayed, to 
produce a relative imbalance between two antagonists. 

2. In the case of acute ruptured appendix we approach the problem from 
an entirely different angle. We cannot usually wait here as in the first in- 
stance; we dare not ever wait. There is a limit to the capacity of human 
resistance even in a chemic and biologic way. What we did in the old plan of 
removing appendices was to spread a localized infection into a general infec- 
tion and leave abundant water in the peritoneal cavity, which diluted and 
chemically altered the protective bodies that Nature had furnished; we sup- 
plied abundantly one of the only three things without which bacteria cannot 
grow, namely, water. The new plan gave Nature credit for being able in an 
emergency to contribute something toward saving the patient, and the opera- 
tion is done quickly to avoid shock, the appendix is removed to relieve the 
source of offense, the peritoneum is left unwashed and the pus untouched, 
because we know every effort to remove it spreads it, and, because inflamma- 
tion of the peritoneum is like a burn of the skin, not so much the degree but 
the extent, and we insert a drainage tube to avoid accumulation of the pus 
and its escape to new peritoneal surfaces. 

You are being led astray apparently but the subject of the evening shall 
not be forgotten. How do we treat an acute abscess? Everyone answers, 
“Open, clean out and drain.’ That is the classical answer. The essential fact 
in the essential treatment is to open and keep open till the cavity can heal from 
the bottom. We pay very little attention to the clean-out phase of the old an- 
swer. The pus will run out if you let it alone. The impression has been 
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rather too firmly made on the minds of many that this cleaning act embodied 
something very special, very indisputable. It is not so, and any mechanical 
means that is employed for cleaning an abscess is an abomination. It is very 
apt to break down the sole structure that isolates the infection from the body. 

Now, if you apply what we know from the above to our dealing with 
acute infections in the mouth that have already invaded the bone and are 
producing necrosis, or that are in a position to attack the bone, we shall 
have a clear understanding as to what may be safely undertaken and what 
had best be left to Nature. The common laws of surgery say that nearly all 
bacteria gain entrance through atria. Therefore, we should not make atria 
in acute infections unduly, nor should we make them unduly large. The com- 
mon law says that the wall of leucocytes isolates the bacterial field. When 
this barrier is broken down there is no remotely approximate substitute known 
to human ingenuity. Therefore, let us respect the wall absolutely. Had it 
not been for this law, no animal would have developed to so gross a size as 
to be visible to the naked eye; in fact, there would have been no eye to see it. 

If there is an offending physical cause that is responsible for the infec- 
tion, the cause may require removal during the acute stage. Then remove it, 
but respect, if vou will, what Nature has placed there to limit it to the vicin- 
ity of the offending cause. No curette, no burr is permissible; that would be 
to force the tissues to walk before their legs had grown. No surgeon ever 
eurettes an acutely inflamed uterus. No cauterization is permissible, because 
that would seal the tissue surfaces so that drainage in the real significant 
sense could not oceur. No tight packing, because that would interfere with 
circulation and the discharge of noxious contents of the infected mass 

It may reasonably be asked, ‘‘But suppose there is definite necrosis pres- 
ent, shall one not do complete work?’’ No, from the standpoint of the law it 
is not permissible; from that of human life it is unpardonable. After the 
healing process has done its part, after immunity has established itself against 
the specific infection, after the dead tissue has been definitely demareated and 
the living tissue fortified to withstand the bacterial hosts and the necessary 
traumatism of the most careful operator, the work may be completed. Two 
operations are much preferable to a funeral. 
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SURGICAL CASE REPORTS FROM THE ORAL SURGERY CLINIC 
NEW YORK COLLEGE OF DENTISTRY 


By Drs. CHARLES VETTER AND LEO WINTER, NEw York, N. Y. 


OSTEOMYELITIS OF THE MANDIBLE 


CASE I, 


HE patient, a man sixty-eight years of age, presented the following his- 
tory. Six months ago he had a mandibular left second molar extracted. 
Nitrous oxide and oxygen was the anesthetic used. Two weeks following the 
extraction he became conscious of a swelling inside of his mouth and also on 
the external surface of his face. He went to a drug store for relief and there 
obtained antiphlogistin which he applied externally. A week later the swell- 
ing ruptured externally, giving him relief from pain, but the sinus continued 
discharging pus up to the time he presented for treatment. 

Physical examination revealed profuse purulent discharge from the sinus 
on the external surface of the face in the region of the mandibular left see- 
ond molar. Marked edema and tenderness was also present. Examination of 
the buccal cavity showed an area of sloughing extending from the first pre- 
molar and including the second molar, with marked fetor ex ore. 

Treatment was carried out in two stages. A mucoperiosteal flap was made, 
extending from the first premolar to the second molar, the necrotic bone 
removed, wound irrigated and iodoform gauze 5 per cent inserted. An inci- 
sion externally was made at the lowest point of fluctuation and in line with 
the features of the face. A sequestrum was removed and the wound sutured. 
At the expiration of eight days the sutures were removed. 

Fig. 1 shows case at time of coming to clinic. 

Figs. 2, 3 and 4 illustrate progressive stages of bone regeneration. 

Fig. 5 was taken eight months following the operation, and shows com- 
plete bone regeneration. 


MULTILOCULAR CYST OF THE MANDIBLE 


CASE II. 


The patient, who was a dentist, in compliance with my request for a com- 

plete history, wrote me as follows: 
‘‘T am sixty-three years of age, and married. About ten years ago in 

extracting the mandibular left premolar I broke it. In the attempt to remove 

the root, I severed the sublingual artery. As the hemorrhage could not be 

arrested by the local physician, and hospital aid failed, I resorted to a dose of 

ergot and availed myself of a saturated compress of ferrochloride and sulphur, 

which arrested the bleeding after a lapse of forty-eight hours. Three years 

after that all my teeth became abscessed and on extracting the mandibular 

six front teeth, I broke the right canine. I could never locate the root and 

did not suffer any inconvenience until February of this year, when an intense 

pain and swelling involved the right side of my jaw, which condition was 
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relieved by a copious discharge that continued up to June. I may mention 
the fact that all the extracted teeth indicated a complete impregnation with 
iron sulphate.’’ 

The operation was performed under novocaine anesthesia (double man- 
dibular injection). <A flap extending from the molar region on one side to the 
molar region of the other was made. The outer layer of bone which was very 
thin was removed—excepting in the mid-line where it was kept intact, in 
order to form a sort of bridge to fill out the contour of the mandible—and the 
entire area curetted. Great care was taken to prevent the exertion of any 
force. The examination of the radiograms showed that any force exerted here 


Fig. 9. 


would have caused a fracture. The wound was packed with iodoform gauze 
5 per cent and permitted to remain undisturbed for forty-eight hours. Guided 
by the history of this case, calcium lactate was prescribed in 10 gr. doses, four 
times a day for two days prior to operating, and two days following. As a 
sedative we prescribed 7% gr. of acetanilid compound two hours before the 
operation and repeated the dose half an hour after completion. 

Figs. 6 and 7 show ease prior to operation. 

Figs. 8 and 9 show bone regeneration—radiograms taken six months after 
operation. 


The second installment of the article by Dr. Winter entitled ‘‘A System- 
atized Technic for the Removal of Impacted Maxillary Canines,’’ which be- 
gan in the February issue, will appear in the April issue. 
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DEPARTMENT OF | 
DENTAL AND ORAL RADIOGRAPHY 


Edited By 
Clarence O. Simpson, M.D., D.D.S., F.A.C.D., 
and Howard R. Raper, D.D.S., F.A.C.D. 


iz 


A NEW KIND OF X-RAY EXAMINATION FOR PREVENTIVE 
DENTISTRY* 


By Howarp R. Raper, D.D.S., F.A.C.D., ALBUQUERQUE, N. Mex. 


(Continued from February issue.) 


XI 
TECHNIC FOR MAKING THE RADIOGRAPHIC INTERPROXIMAL EXAMINATION 


The technic for making the interproximal examination is no more diffi- 
cult than any intra-oral radiographic work. When I stop and consider how 
long it took me, and other operators, to really learn to make the ten- and 
fourteen-film examinations, I am tempted to say that the five-film (also seven- 
film) interproximal examination is easier than the ordinary radiographic 
examinations. But such a statement might be misleading. It is more exact 
to express it as I have expressed it, namely, that the interproximal examina- 
tion is no more or less difficult than ordinary intra-oral work. As is true of 
all radiographic work, the underlying principle is simple enough but there 
are many details to be considered. 

Bite-Wing Film Packet.—My first efforts to radiograph the coronal por- 
tion of both upper and lower teeth intra-orally, on the same film simultane- 
ously, were made with special film-holders of various designs, but I finally 
discarded this method as unsatisfactory, and adopted the method of fasten- 
ing a bite-wing onto the film packet by means of radioparent adhesive cloth, 
so making what may be called a bite-wing film packet (see Fig. 15). Surgical 
adhesive tape is radiopaque and so should not be used. 

Size of Films.—For the five-film examination I have used two special size 
films: 1 x 1% inches for the anterior teeth and 1% x 2 inches for the poste- 
rior teeth. 

The sizes mentioned were used because they were conveniently available. 
I am inclined to believe the following variations in size might be an im- 


*Copyright, 1925, by Howard R. Raper. 
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provement: 1%, x 1%, for the anterior region and 144 x 2% for the poste- 
rior region. The aim, in the anterior region, is to have the film as small as 
possible, for the sake of comfort to the patient and convenience in getting 
it into place, and at the same time keep it large enough to include a sufficient 
area to get the required region. The aim, in the posterior region, is to use 
as large a film as will conveniently go into place, so as much territory will 
be included as possible. When the film packet holds a film as long as 2% 
inches, the packet should be neatly made and fiexible in order to get into 
the mouth easily. The anterior portion of the large packet may be bent and 
the front edge allowed to come to the mesial of the lower central incisors, 
or even farther, in small mouths. 

For the seven-film examination I have used the special size (1 x 154 inch) 
for the anterior teeth and the standard intra-oral size (14 x 1%) for the 
posterior teeth. 

It is not impossible to use the standard size intraoral film (144 x 154) for 
‘the anterior teeth, if the size and shape of the mouth is normal or large and 
rounded. But it is difficult and rather unsatisfactory even in such mouths, and 
impossible to use in small mouths and mouths with V-shaped arches. 


B 


Fig. 15.—Bite-wing film packets (‘‘homemade’’) ready for use. A, posterior packet. B, 
anterior packet. 


It is impossible to use all standard size films and make the examination 
in five exposures. Efforts to make the examination on six standard size 
films have also failed (see Figs. 16 and 17). Seven seems to be the mininum 
number of exposures necessary when 114 x 1% films are used for all regions 
(Fig. 18). 

Time of Exposure-—tThe time of x-ray exposure is slightly less than for 
ordinary intra-oral x-ray negatives. The exposure for the anterior teeth is 
less than for the posterior teeth, the amount of tissue to be penetrated being 
less. The anterior teeth are likely to be overexposed and overdeveloped, 
making the incisal region too dark. This may be prevented with care, or 
corrected by the use of a reducing solution. 

X-ray Machine.—Since a three ineh back-up (about 45,000 volts) is suffi- 
cient penetration for this examination, the capacity of the dental unit type 
x-ray machines meets the requirements fully. . 

Position of Head.—The head should be straight up; or, to express it 
more accurately, the head should be in such position that the plane of the 
occlusal surfaces of the teeth are horizontal; or, to express the same idea in 
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terms of facial landmarks, the head should be in such position that a line 
drawn from the external auditory meatus to the ala of the nose will be 
horizontal (see Fig. 19). 

X-Ray Angles—tThe angle of the x-rays may be varied in two planes: 
a vertical plane and a horizontal plane. If this statement is not clear, con- 
sider the hands of a watch; when the watch hangs on a nil on the wall the 


Figs. 16 and 17.—The desirablility of making a complete five-film interproximal exam- 
ination on standard size, 14x1%, films is apparent; but I have found it impossible. I have 
found it impossible also to make the examination with six 14 x 1% films; seven seems to be the 
minimum with standard size films. 

Fig. 16.—Represents an unsuccessful effort to make a complete interproximal examina- 
tion with six 1144 x 1% films. Handled as illustrated here, this sort of examination consistently 
fails to give a clear view of all of the anterior surfaces and spaces. 

Fig. 17.—Represents another unsuccessful effort to make a complete interproximal ex- 
amination with six 14x15 films, handling the films in the anterior region in a different way 
from that illustrated in Fig. 16. In an examination of this sort it is exceedingly difficult to 
get the anterior films in the mouth correctly, and the effort to include both the mesial surface 
of the maxillary central incisor and the mesial surface of the canine on the same film, with- 
out overlapping of the proximal surfaces, usually meets with failure; it has been accom- 
plished here by selecting a mouth with a very wide dental arch. 


Fig. 18.—A seven-film examination made on 154,x1% films. This size film is rather large 
for the anterior region. It will test the operator’s ingenuity to use, particularly in small 
mouths and V-shaped arches. Five-film and six-film interproximal examinations, made on 
15 x 114 films, consistently fail. Seven seems to be the minimum number of films of this size 
required to make complete interproximal examinations. 

I suggest that it would perhaps be best for operators to start with the five-film examina- 
tion made on special size films, and pass to the seven-film examination later, if found desirable, 
just as the general radiodontic examination started with the ten-film survey and later pro- 
sgressed to the use of 14 or 16 films. 


hands move in a vertical plane. When the watch lies flat on a table, the 
hands move in a horizontal plane. 

The vertical angle (also called ‘‘vertico-horizontal angle’’) should be 
measured mathematically by means of some angle meter device. The hori- 
zontal angle (also called the mesio-distal angle) can best be determined by eye. | 
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(What has been said thus far about angles applies to all dental radio- 
graphic work.) 

For the interproximal examination, the vertical angle varies from as low 
as zero to as high, in a very rare case, as 15 degrees above the horizontal. 
(See Fig. 19-A.) The average vertical angle might be said to be about eight 
degrees above the horizontal. If the operator wished to set his vertical angle 
and leave it there for all regions (depending on modifying the position of 
the head to compensate for the slight difference in different regions and of 
the same region in different patients) eight degrees is suggested as perhaps 
the best setting. More about angles will be found in the two ‘‘Technie Charts’”’ 
printed herein following Fig. 36. 

The horizontal angle should be straight through between the teeth; ob- 
serve the teeth and determine the angle accordingly. 

Fig. 20 indicates the correct horizontal angles for the five-film examination. 


90° FROM THE. 
HORIZONTAL 


45° FROM THE 
HORIZONTAL 
ALSO 

45° FROM THE 
VERTICAL 


JO* ABOVE THE 
HORIZONTAL 


HORIZONTAL 


VERTICAL 


10° BELOW THE 
HORIZONTAL 


Fig. 19-A. 


Fig. 19.—The correct position of the head for interproximal radiographic examinations in- 
dicated by the anatomical landmarks: the tragus and the ala. A line drawn from the tragus to 
the ala should be substantially horizontal, as illustrated. This is also the correct position for 
ordinary intra-oral radiographic work for the upper teeth (not for the lowers). The tragus-ala 
line represents, in a moderately accurate manner, the occlusoincisal plane of the teeth. 

Fig. 19-A.—The purpose of this drawing is simply to remind these who have for- 
gotten what is meant by such phrases as ‘‘ten degrees above the horizontal,’’ etc. 


Though both maxillary and mandibular teeth are rayed at the same time, 
the operator, as he works and as he determines the horizontal angle, had 
best, for convenience, think only of the maxillary teeth. If he sees to it that 
he gets all surfaces of the maxillary teeth he will incidentally get all the 
mandibulars also. 

The effect of an incorrect horizontal angle has already been illustrated 
in Fig. 13-A, and to a lesser extent in Fig. 13-B, and is shown again in Fig. 21. 
To see through between the palings of a fence, one should look straight 
through; to see through between teeth, one should likewise look straight 
through. If one tries to look through diagonally, the palings—or teeth— 
overlap one another. 
The operator must be particularly careful of his horizontal angle for 
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interproximal examination work. Not because the determination of this angle 
is any more difficult, or different in principle from ordinary intra-oral radio- 
graphic work, because it is not. But because ordinary dental radiograms 
are made to observe root end conditions, while interproximal examinations 
are made to observe proximal and interproximal conditions. If lapping of 
the crowns and consequent confusion of shadows occurs in the coronal and 
cervical regions of an ordinary radiograph the operator may not—I know 


Fig. 20. Fig. 21. 


Fig. 20.—The arrows indicate the correct horizontal angles for the five-film interproximal 
examination. Arrow 1, straight through between the central incisors. Arrows 2 and 3, straight 
through the lateral incisors. Arrows 4 and 34, parallel with the proximal surfaces of the pos- 
terior teeth; that is slightly distolingual to the median line. 

Fig. 21.—An interproximal negative showing slight overlapping and consequent confusion 
of shadows due to inaccurate horizontal angie. 


he should, but he may not—notice this fault, because his mind is usually 
focused on root end findings, but, if this occurs in an interproximal exam- 
ination, it is sure to be noticed, because the proximal portion of the negative 
is sure to come in for careful observation. 


(To be continued) 
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Cleft Paiate Surgery. Editorial. The Journal of the Indiana State Medical 
Association, November 15, 1924, xvii, 11. 


A few years ago, the disappointing results which followed cleft palate 
operations were the rule rather than the exception. It is evident that such 
intervention should be left to the special operator, who is the better judge of 
both operability and technic. In the report of the Minneapolis Surgical So- 
ciety on this subject, made in December, 1923, the members were very pessi- 
mistie as to the outlook for this operation. 

Brophy, one of the leading authorities in this form of surgical interven- 
tion, advocates early operation, not only as promising more beneficial results 
than later intervention, but as more conservative and as making possible better 
technic. Since one of the principal objects is to prevent the characteristic 
speech troubles, this aim is forfeited by waiting until the speech defects have 
become permanent. In fact successful outcome of the operation is judged 
first of all by the character of the enunciation, and this alone makes it neces- 
sary to operate in infaney. The aim of the technic is to establish a normal 
maxillary arch, which means that ali soft parts must be held out of the way 
and the bony segments freshened up, approximated and immobilized. The 
compact bone is removed and the surfaces approximated are of premaxillary 
cancellous osseous tissue. It is unsurgical to divide the vomer and move the 
premaxillae out of the way, for no arch is thereby produced. The wires 
should not pass through the premaxillae but anterior to them, beneath the 
soft parts. Unless the entire manual is observed, poor results may be antici- 
pated. If a bad result follow a perfect operation it may mean that after- 
treatment has been faulty. 


Ownership of Films and Plates. Note in the Radiological Review, November 
to December, 1924, i, 2. 


The footnote on editorial page forty-three of the above-mentioned issue 
is really an abstract from the Journal of the American Medical Association 
for June 21 of last year, of an article by J. T. Case and while evidently written 
for the medical profession doubtless applies equally to the dentists. To begin 
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with, the films and plates certainly do not belong to the patient for he does 
not pay for them, but only for the examination. He might as well apply 
for a microscopic slide made from a biopsy specimen of some of his tissues, 
or for his blood smears. The roentgen films are simply a part of the record 
of his ease. Is he nevertheless entitled to a copy of the plate? If so, he 
might also demand a photograph of the eyground in connection with an 
ophthalmoscopic examination. Should a demand for similar photographs ever 
become general it would not be difficult or expensive for a patient to secure 
a personal museum of endoscopic photographs of his bladder, rectum, larynx 
and so on. In regard to further ownership, as between the roentgenologist, 
attending medical consultant, ete., the hospital is certainly entitled to the 
first call, and laws have already been enacted which allow hospitals to keep 
all roentgen plates for the first two years or more after photography. To give 
the patient the right to own copies of films will open the way to numerous 
abuses. Anyone can furnish his own interpretation, anyone can express an 
opinion or give advice which may lead to unfortunate consequences. 


Dental Caries. P. Fargin-Fayolle (Paris). La Revue de Stomatologie, 1924, 
xxvi, 11. 


The author in discussing the theories of caries quotes Poincaré, the 
scientist, as stating that theories hardly last for a day and that the ruins of 
theories continue to pile up on ruins. Theories are born one day, next day 
they become the vogue, the next day they are classical, then superannuated 
and finally forgotten. But something always remains behind and the loss is 
not total, while at times old theories reappear in new garb. Man must always 
progress and to quote Napoleon, ‘‘nothing has been done as long as there is 
still something to be done.’’ It is doubtless true that we alternate between 
periods of analysis and synthesis. The author relates his choice among the 
various hypotheses of the nature of caries, which choice is based on the relative 
ability to explain phenomena; but sometimes a very poor theory seems to lead 
to the truth. What may be termed the chemicoparasitic theory seems quite 
sound because it has enabled us to do something toward preventing caries. 
But this view is of no use in explaining earies of internal origin, and for 
this type we have to postulate a trophoparasitic theory. These two theories 
taken jointly seem able to explain the whole of caries. In other words the 
odontoblasts may be primarily at fault or may be involved secondarily in 
some general or local disease. This is the trophic factor and cannot be reached 
by such resources as diet and mouth hygiene, which require combating the 
chemical and parasitic factors of caries. Only by a trophic theory can we ex- 
plain why earies is so often symmetrical. The author suggests that we make 
a distinction between internal and external caries by calling the former ‘‘odon- 
titis’? (which others would improve by substituting ‘‘odontosis’’ or ‘‘odonto- 
blastitis’’), leaving the word caries to denote the external type only. This 
distinction does not signify that the mechanism of caries differs in the two 
cases. 
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The Life of the Enamel. F. Faber (Munich) Zeitschrift fiir Stomatologie, 
October, 1924, xxii, 10. 


Study of recent literature shows the extreme variation of opinion con- 
cerning this subject. The question has been allowed to get into an entirely 
false rut because of the habit of drawing too radical conclusions from the 
meager data available. Fact and opinion have become badly confused. In 
the author’s judgment the weight of evidence certainly does not justify the 
claim that the enamel is not a living tissue. On the other hand the proofs 
that enamel is alive are equally unsatisfactory. In other words we can neither 
prove nor disprove either of the opposite contentions. In the less mineralized 
portions of this structure it seems reasonable to claim that vital processes are 
in evidence. This opinion rests not alone on biologic and technical grounds 
but is upheld by clinical observation. In other words the organic substratum 
of enamel lives. In regard to the fully mineralized enamel it is very difficult 
to show that a calcium metabolism does or does not occur. The interchanges 
in the mineral matter, if they occur, are too subtle to be measured like those 
of bone. We do not know that lime starvation or lime surplus exerts any 
change in this structure. 


Recent studies by Walkhoff and others appear to show that fully formed 
enamel is no longer a living tissue; that even the organic substratum is no 
longer alive; that its protective function is incompatible with life. It is known 
that the development of enamel requires relatively little time and this sub- 
stance has even been claimed as equivalent to a defect of development. 

The amount of organic matter in the enamel is now computed at from 3 
per cent to 5 per cent of the total. This percentage means only the weight and 
gives us no idea of the volume. Even if nearly all of the calcium is in a con- 
dition akin to petrifaction, it is still possible that some of it may be subject 
to metabolic changes. 


The Role of Dental Roentgenography in the Diagnosis of Oral Sepsis. F. G. 
Riha (Innsbruck) Zeitschrift fiir Stomatologie, November, 1924, xxii, 11. 


The author alludes briefly to the American doctrine of oral sepsis, which 
has by no means been accepted by the bulk of European authorities. These 
foci are more common in the mouth than elsewhere, and appear in the form 
of gingivitis, pyorrhea, and apical infection. Something is necessary for an 
objective criterion of a blood state, as suggested by the term ‘‘oral sepsis’’ 
and Toren, on a basis of 2000 blood examinations, claims to have established 
a characteristic blood picture of mild secondary anemia, leucopenia, lympho- 
cytosis of a special type and the Tiirk stimulating cells. When this pic- 
ture is found we must of course eliminate the tonsils and other regions which 
are the source of this form of sepsis. This is not the work of the dentist, 
but he must be able to back up the blood test with roentgen ray findings, which 
will at least show that the teeth are at fault even if foci exist elsewhere. 
Conversely an undoubted negative picture will make it certain that the focus 
is not in the teeth and gums. Dental radiography has been cultivated to the 
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utmost in America, and Central Europe is far behind in this respect. It is 
true that in the former country errors of diagnosis are not uncommon, due to 
incorrect interpretation of plates; but these errors are strictly avoidable and 
do not impugn the value of the method. In the author’s experience there is 
much less danger of reading something into a plate which does not exist than 
of overlooking something which does exist. The chief danger of seeing too 
much lies in confusing normal defects of bone with pathologie changes. Hence 
the roentgenologist must master these normal deviations. He also has other re- 
sources in a doubtful case, such as the state of the tooth under the faradic 
test, the behavior of the periodontal line, ete. The size of the focus is quite 
immaterial in sepsis, for one the size of a poppy seed may be as deadly as 
one the size of a walnut. 

In regard to seeing too little there is the possibility that a shadow may 
be absent, and replaced by some other appearance, as a diffuse periodontal 
line, a resorption speck or line, ete., at the fundus of the alveolus. In oper- 
ating, however, we may be surprised to find a defect in the bone from which 
projects granulation tissue. Failure to obtain this defect in the plate is due 
to insufficiency in the direction of the chief rays. 

In addition to a diagnosis per se, radiography aids in suggesting the 
proper course of treatment. While in America the majority, or the leaders 
at least, advocate extraction, in Germany it is thought sufficient in many 
cases to resect the roots, provided of course that certain special indications 
exist, such as ready operability. There is a limit to this conservatism, which 
depends on the amount and site of absorption and the likelihood that the 
saved tooth will be efficient for mastication. The rays also give valuable 
information in deciding whether in addition to resection of an apex other 
intervention in the alveolus is advisable; and similarly whether an extrac- 
tion should be simple or followed by use of the ecurette in the socket. Just 
as in America extraction is preferred to conservation, so extraction itself 
is usually followed by the use of the ecurette. 

A third use of roentgenography is in following up foeal infection after 
operation. Even after removal of a focus the good effects of the operation 
may not be manifest until some weeks later. The clinical findings in these 
eases are corroborated by the x-ray findings; for the symptoms subside at 
about the same period that the plates show complete local recovery. As is 
well known the general symptoms are often worse immediately after opera- 
tion. Finally dental roentgenography is of value in prophylaxis, for the 
factors which make possible these lesions can be checked up by the x-rays. 
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EDITORIALS 


The Responsibility of Professional Endorsements 


SHORT time ago we received a letter from a commercial concern which 

makes proprietary preparations. The manufacturers very carefully 
framed a letter in which they made the request for the dentists to do some 
research work. The research work consisted of making a trial of the article 
supplied, and it was naturally supposed that the dentist would write to the 
manufacturer endorsing it. The manufacturers’ idea was to appeal for the en- 
dorsement of the dentist after a trial of the material. 

From the literature enclosed, there was no way of telling of what the 
article consisted except that it was called a ‘‘nonescharotic vegetable com- 
pound of a stimulating nature.’’ It was supposed to have wonderful curative 
effects in pyorrhea and gingivitis. From the description of the article we 
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would naturally infer that it is some sort of astringent because it is supposed. 
to have wonderful action upon the ‘‘marginal and alveolar vessels.’’ 

It has long been considered a bad professional procedure to recommend 
a preparation without knowing its contents. It seems to us that it is equally 
bad to take part in an advertising program such as is being carried on by 
the manufacturer in question. The letter contained a list of the dentists with 
addresses, who had evidently fallen for the advertising scheme and had 
written flattering endorsements of the product. 

The advertising matter, as sent out by the concern, makes statements 
which cannot by any means, be substantiated. It carelessly uses scientific 
terms in such a manner as to make careful analysis impossible, thus pur- 
posely misleading the dentist and the public. 

We believe the dental profession should be careful in endorsing an ar- 
ticle, when it has no way of knowing what it contains, especially so when a 
product is advertised in such a manner as to be misleading in many respects. 
The dental profession should have some standard and should only give en- 
dorsement after due consideration. 


ale 


Radiodontia (Dental Radiography and Diagnosis)* 


-* ADIODONTIA”’ is an ambitious title for a small volume, but the book 
materializes the ambition by covering all phases of the subject. This 
is made possible by employing the ‘‘quiz’’ style which concisely presents a 
wide range of information, in contrast to the descriptive style which pro- 
motes verbosity. Dr. Raper possesses the rare faculty of making instruction 
attractive, and he is at the top of his form in this contribution. The under- 
graduate or the practitioner may open the book at any page to read and 
learn as he becomes engrossed in the varied knowledge revealed. 
Attractiveness is particularly indicated for a textbook on radiodontia, 
one of the most recently developed and least studied branches of dentistry. 
Few dentists have had instruction on the subject in college where compul- 
sory education ends, and a studious inclination is not characteristic of the 
dental profession. Since it has become obligatory for all dentists to be pro- 
ficient in radiodontic interpretation, and those who operate x-ray machines 
have assumed a much greater responsibility, an attractive method of self- 
education is a public benefaction. The book is especially adapted to the 
superficial reader who would procure with the least effort the fruits of other 
men’s labor. The pertinent question is asked and without mental effort the 
carefully worded comprehensive answer may be read. This facility leads 
to the possibility of the reader acquiring more information than can be 
assimilated at the time by reading chapter after chapter, and reaching the 
saturation point before realizing the error. When one is accustomed to read- 
ing pages of description and discussion to glean a few ideas, he may commit 


*Radiodontia (Dental Radiography and Diagnosis). Questions and Answers. By Howard 
Riley Raper, D.D.S., author of “Elementary and Dental Radiography” and ‘Electro-Radiographic 
Diagnosis.” Dental Items of Interest Publishing Company, Brooklyn, N. Y. Claudius Ash, 
Sons and Company, London, 1923. $4.50. 


A 


= 
. 
4 
. 


286 Editorials 


the indiscretion which is induced by concentrated foods, partake to excess 
without considering the omitted roughage. To avoid this mistake and derive 
the greatest benefit from the book, an installment should be repeatedly read 
and absorbed before proceeding with the text. 

Perhaps some of the consideration given in the book to x-ray machines 
and tubes is unnecessary, since the present-day equipment is so nearly per- 
fected and standardized. Questions leading to an intelligent choice of suitable 
equipment for radiodontia is the most important feature in the discussion of 
machines. The specific instruction on operative technic is a gratifying advance 
over the author’s Elementary and Dental Radiography. The technical require- 
ments of radiodontia are too exacting to be dealt with by generalities, and 
most operators need to be supplied with a practical system for mechanical 
application. In the chapter on ‘‘Whole-Mouth Examinations,’’ Raper com- 
mendably pleads the advantages of fourteen or more views, but makes a 
concession to the ‘‘short-cut’’? clement by charting in detail the technic for 
a ten-film examination. If, as generally agreed, the ten-film examination is 
inadequate, why not avoid confusion by concentrating on an adequate method? 
Textbooks are expected to establish efficient standards of practice, and radio- 
dontia sorely needs a higher standard. A notable evidence of the author’s 
judgment and taste is the use of the word ‘‘radiograph”’ for an x-ray nega- 
tive. The mimics who affect ‘‘radiogram’’ and ‘‘peridental lamella,’’ the 
arrogant editors who substitute their pet words for ‘‘radiograph’’ in manu- 
seripts, the unfortunates who are afflicted with the Roentgen complex, and 
the misguided nomenclature committee may well heed the authoritative prece- 
dent of Raper. 


The chapters on ‘‘Clinical Radiodontia’’ and ‘‘Dental Infection”’ are par- 
ticularly instructive, in that many of the problems encountered by the con- 
seientious diagnostician are clarified. The portion on the manifestations of 
metastatic infections and general diagnostic methods is most valuable, with 
data collected from many sources. The book should be studied by every dentist 
as a duty to his patients, and by those physicians who persist in practicing this 


branch of dentistry. 
—C. O. 8. 


Review of the Child-Health Library* 


HE Child-Health Library consists of ten books by professional writers of 
the highest character, giving the latest and most authoritative informa- 
tion on different phases of child health. 

The books are edited by John C. Gebhart, with an introduction by Dr. 
Haven Emerson, formerly Health Commissioner of New York, Professor of 
Public Health Administration, College of Physicians and Surgeons, Columbia 
University. 

The first volume deals with ‘‘Prenatal Care and the Baby’s Birth.’’ The 
signs of pregnancy, and prenatal care of the mother are discussed. Common 


*Child-Health Library. Published by Robert K. Hass, Inc., 218 West 40th St., N. Y. 
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discomforts and ailments of pregnancy are briefly considered and described 
in terms which can be understood by the lay individual. 

Volume two is entitled ‘‘Babies—Their Feeding and Care’’ and is written 
by Dr. C. Schroeder, Assistant Professor of Diseases of Children, Medical 
College, Cornell University. This volume deals with breast feeding and its 
advantages to the child as compared with the disadvantages of the bottle-fed 
babies. The chapters on ‘‘Growth and Development of Babies and Common 
Disorders of Infaney,’’ are very well written. 

Volume three, ‘The Neglected Age—The Child from Two to Six,’’ by 
Dr. Bernard S. Denzer, Adjunct Attending Physician in Disease of Children, 
Mt. Sinai Hospital, lays great stress upon that part of the child’s life be- 
tween the ages of two and six years which has been classed as the ‘‘ Neglected 
Age.’’ Growth, development, nutrition and diet, food habits, malnutrition, 
digestive disorders, are considered fully. This volume is of interest to the 
orthodontist because such a large amount of malocclusion and many factors 
which produce deformities occur between the ages of two and six years. 

Volume four, ‘‘Dangers of the School Age,’’ by Dr. M. Alice Asserson, 
Director of Children’s Service N. Y. Tuberculosis Association, will be of great 
interest to the general public as well as to the professional man. It is writ- 
ten in such a style as to be readable by the lay individual and still presents 
facts which are recognized by the medical profession. Physical defects are 
considered in a special chapter, and posture, which has a great bearing upon 
the habits of the youngster, is carefully discussed. 

Volume five, ‘‘Communicable Diseases of Childhood,’’ by Dr. Stafford 
McLean, Instructor in Diseases of Children, Columbia University, is extremely 
instructive to the public. It deals with infectious diseases that children are 
heir to. Careful considerations of symptoms, which appear at the onset of 
the disease, and the care of the patient and treatment during the disease also 
make up part of the volume. 

Volume six, ‘‘Hygiene of the Mouth and Teeth,’’ by Dr. Thaddeus P. 
Hyatt, Dental Director of the Metropolitan Life Insurance Company, is pre- 
pared in a typical manner which has characterized Dr. Hyatt’s writings on 
dental subjects for years. The dentition of the deciduous teeth, structure and 
integrity of the teeth, decay and its prevention are subjects of some valuable 
chapters found in this volume. 

Volume seven is entitled ‘‘What Children of Various Ages Should Eat,”’ 
by Dr. Luey H. Gillett, Director Nutrition Bureau of N. Y. Association of 
Improved Conditions of the Poor. Dr. Gillett’s practical work with the poor 
children in New York qualifies her to outline diet and to make statements of 
food value which have a practical basis. This volume is one which is im- 
portant to the orthodontist because of the great interest which is being taken 
in the food question at the present time. 

Volume eight, ‘‘How Children Ought to Grow,’’ by John C. Gebhart, Di- 
rector of Social Welfare, N. Y. Association of Improved Conditions for the 
Poor, contains a large amount of valuable information in regard to the man- 
ner and rapidity of growth. Rates of gain of ‘‘Retarded’’ and ‘‘ Accelerated’’ 
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children, are carefully shown. This is a volume that can be recommended to 
the orthodontist for careful study. 

Volume nine deals with the ‘‘Psychology of the Child,’’ by Dr. David 
Mitchell, President N. Y. State Association of Consulting Psychologists. A 
eareful study of this volume will explain to us why some children insist upon 
breaking up everything in the reception room, while others are classed as 
model youngsters. A careful study of this volume will enable us to classify 
our patients psychologically as well as orthodontieally. 

Volume ten, ‘‘Edueational Problems,’’? by David Mitchell, is quite inter- 
esting to the orthodontist but possesses greater intcrest to the parent. 

These books are bound in limp leather, printed in good readable type 
and published by Robert K. Hass, Inc., 218 West 40th Street, N. Y. 


Johnny Neanderthal 


About a million years ago, ’tis plainly to be seen, 
When this old world was struggling, in the Pliocene, 
A cell or two, or maybe more, oozing from the slime, 
God twisted in their nucleus along about that time. 


’Twas pretty hard and tiresome, the same thing every day, 
And things became ‘‘cellotonus’’, as cells are wont to say; 
So they all joined hands together, along a different line, 
And started in to ‘‘evolute’’, and have a better time. 


This went on for ages, and no one said a word, 

And the cells kept playing havoc, and funny things occurred. 
A walking fish, an octopus, to them these things seemed small, 
Until they came together, and made Neanderthal. 


He was a charming fellow, of that there is no doubt, 

With flattened head, and funny face, he made his way about. 
Things were pretty soft for him, he didn’t have a worry; 

With a million years to change his face, there wasn’t any hurry. 


There are many folks who still believe that they have lots of time, 
To change the face of Mary, John and Evangeline. 
‘Oh! he’s alright,’’ we hear them say, ‘‘little John can wait 
And have his features fixed up fine, at a later date.’’ 


When digging in the strata, in nineteen million two, 

Some scientist, finds Johnny, I wonder what he’ll do. 

I know he’ll say, in scientific terms, 

‘* At last we’ve found the handiwork, of those pesky germs.’’ 


It simply makes me shudder, to think ahead a bit. 

A million years or maybe two, I nearly have a fit, 
Cause I feel quite contented, when I stop and think, 
That then they might call Johnny, Darwin’s missing link. 


— James T. Walls D.M.D. 
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OBITUARY 
James Beattie Morison, D.D.S. 


Dr. James B. Morison, passed away in his home at Montreal, Canada, on 
Saturday, December 6, 1924. His death was very sudden as a result of heart 
failure. | 

Dr. Morison stood at the head of his profession and for many years had 
been professor of orthodontia at McGill University; he lectured at that in- 
stitution from the time of the formation of the Faculty of Dentistry until he 
resigned a year ago. 

Dr. Morison, was born at Melbourne, Quebec, in 1878, and received his 
early education at St. Francis College, Richmond. He graduated from Dental 
School in 1900 and since then had been practicing dentistry continuously with 
the exception of the time during which he served in the Ninth Canadian Field 
Ambulance Corps during the World War. He received special mention for 
gallantry during his service. 

Dr. Morison, was well known to the older members of the American So- 
ciety of Orthodontists who will very much regret his death. 
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ORTHODONTIC NEWS AND NOTES 


Dental Society of the State of New York 


Preliminary Program 


The fifty-seventh annual meeting of the Dental Society of the State of 
New York will be held at the Ten Eyck Hotel, Albany, N. Y., May 13, 14 and 
15, 1925. 

A cordial invitation is extended to all ethical practitioners. Admission 
to the literary meetings and clinics may be secured by presenting membership 
eards in the state or national societies. . 

The literary exercises and exhibits will be held at the Ten Eyck Hotel. 
Dr. E. W. Briggs, 1116 Madison Avenue, Albany, N. Y., is Chairman of the 
Exhibits Committee, and those desiring space should communicate with him 
immediately. 

Hotel reservations should be made direct with the hotel management. 
Headquarters, Hotel Ten Eyck. 

The Executive Council will convene for the transaction of the business 
of the society, Tuesday, May 12, at 3 P.M. 

The program is as follows: 


WEDNESDAY, May 13 

Call to Order. 
Invocation by Rey. Dr. Roelif H. Brooks. 
Address of Welcome on Behalf of the Third District Socicty..Dr. A. 8. Downing 
Response for State Society Dr. R. Ottolengui 
President’s Address Dr. J. W. Canaday 
Report of Dental Research Committee. 
Fraternity Luncheons. 
‘“Prosthetic Dentistry’’ 

Dr. M. M. House, Deaner Institute, Kansas City, Mo. 
Report of Oral Hygiene Committee. 
Report of Oral Hygiene Activities in the State. 
Fathers’ and Sons’ Dinner. 
Illustrated Paper Arthur J. Bedell, M.D. 
‘*Prevention of Oral Diseases by Correction of Dietary Errors’’ 

Dr. Clarence J. Grieves 


THURSDAY, 14 
. to 12:00 M. Clinics. 
‘“Preventive Dentistry ’’ 
‘*Simplifying the Development of Esthetics and Occlusion’’ 
P.M. Report of President of the Board of Examiners. 
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5:30 P. M. Reception to Past Presidents, Recipients of the Jarvie Medal, and the Board 
of Dental Examiners. 
6:30 P.M. Oral Health Dinner. 
8:00 p.m. Awarding of Jarvie Fellowship Medal. 
Addresses by Dr. Woods Hutchison and Dr. Percy Howe. 
Consideration of Proposition to Inaugurate State-Wide Oral Health Policy. 


Frmay, May 15 
to 12:00 mM. Clinics. 
. ‘*Some Phases of Operative Dentistry’’ 
‘‘The Gold Inlay’’ 
Awarding of Past President’s Badge and Inauguration of New President. 
Final Adjournment. 


During the time of the meeting of the New York State Dental Society, 
sessions of the New York State Dental Hygienists’ Association and the Dental 
Assistants’ Association will be held. 

Every effort is being put forth to make this meeting one of the most 
attractive in the history of the society. For further information and pro- 
grams address 

A. P. Burkhart, Secretary, 57 E. Genesee Street, Auburn, N. Y. 


The American Society of Orthodontists 


The annual meeting of the American Society of Orthodontists will be 
held April 14, 15, 16 and 17, 1925, at New Atlanta-Biltmore Hotel, Atlanta, 
Ga. The Board of Censors has arranged the following literary program: 


Dr. E. B. Cayce—‘‘Nasal Pathology Resulting from Neglected Cases of Malocclusion Which 
Will Resolve Itself into the Effect of Mouth Breathing.’’ 

Dr. Robert Dunn—‘‘Verticle Overbite or Arrested Verticle Development in the Molar and 
Premolar Region.’’ 

Dr. Joseph Eby—Title Later. 

Dr. George Grieve—‘‘Pin Appliance.’’ 

Dr. Jacob Gorman—‘‘ Importance of a Thorough X-Ray Examination Before Treating Cases.’’ 

Dr. A. P. Rogers—‘‘ Simplifying Orthodontic Treatment. ’’ 

Dr. Ralph Waldron—‘‘ Selection of Appliances in the Treatment of Malocclusion.’’ 


The usual attractive and valuable clinics and case reports are being 
arranged. 


Resolution Passed at Meeting of the Preventive Dentistry Section of the First 
District Dental Society, State of New York 


The following resolution was passed at a meeting held on January 14, 
1925: 


Whereas, The Section on Preventive Dentistry of the First District Dental Society 
State of New York was organized for the purpose of studying problems concerning the 
prevention of dental disease and for the dissemination of knowledge pertaining to pre- 
ventive dentistry, and 

Whereas, A broad interpretation of preventive dentistry includes within its scope the 
early discovery and treatment of dental caries and other dental abnormalities, and 
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Whereas, Advanced dentistry recognizes the importance of preserving the deciduous 
teeth throughout the deciduous period, and recognizes and insists upon the importance 
of the detection and filling of incipient caries in all teeth, and 

Whereas, It is the common practice of some dentists to refuse to fill carious cavities 
in deciduous teeth upon the ground that ‘‘they are but temporary teeth and will be re- 
placed by the permanent teeth’’ and to decline to fill small cavities in either deciduous 
or permanent teeth upon the ground that ‘‘they are not large enough to fill’’ and 

Whereas, Such practices are not in keeping with modern teaching and practice and 
are obstacles to the progress of individual and organized efforts toward obtaining the 
objectives of the Preventive Dentistry movement. Therefor, be it 

Resolved, By the Section on Preventive Dentistry of the First District Dental Society 
State of New York that habitual failure to properly remove carious matter and properly 
fill cavities in deciduous teeth solely on the ground that such teeth are but ‘‘ temporary 
and will later be replaced with permanent teeth’’ and that habitual failure to properly 
prepare and fill carious cavities in any teeth on the ground that such cavities ‘are too 
small to fill, constitute a transgression of the accepted principles of advanced dental teach- 
ing and practice and are therefor detrimental to the health and well-being of the public, 
and be it 

Resolved, That such practices are unreservedly condemned; and be it 

Resolved, That nothing in these resolutions is intended to restrict the freedom of 
action of the dentist in individual cases where illness or other causes would prevent the 
application of these principles of routine practice, and be it 

Resolved, That all dental societies, local, state and national societies, as well as other 
unaffiliated professional dental associations are asked to adopt similar resolutions. 


Communication 
Dear Doctor: 


The next Annual Meeting of the European Orthodontological Society will be held 
in London at the Langham Hotel, Portland Place, W. I., on May 27 and 28, 19235. 

Unfortunately the dates of the meeting this year have been fixed at a time when 
I am afraid it will not be convenient for a great many orthodontists in America to join 
with us at the meeting as has been the custom in the past three years: It is not an easy 
matter to fix dates to meet the wishes and requirements of the members in the various 
continental countries represented on our membership list. 

I am hoping, however, that it may be possible that you will find it convenient to 
attend the meeting, and join with us in making it a big success: a cordial reception always 
awaits you. 

If you cannot be with us I shall be grateful to you for any help you can contribute 
in the form of a paper or other interesting and instructive idea and communication which 
you would like to send me. 


Please note that your paper, clinic or contribution should leave America not later 
than April 15. 

I shall esteem it a favor if you will let me hear from you at an early date of your 
desire and intention to be with us or to help. 


With best wishes, believe me, Yours very trul 
urs very truly, 


A. C. LOCKETT. 
Hereford House, 117 Park Street, Hon. See. 
London, W. I. (Near Marble Arch) 
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News and Notes 


The American Dental Association 


The next meeting of the American Dental Association will be held at 
Louisville, Kentucky, September 21 to 25, 1925. The program planned is the 
best and most scientific on all phases of dentistry. In addition to the many 
interesting exhibits, which will be conveniently located, there will be a Public 
eo exhibit in keeping with Dr. C. N. Johnson’s ‘‘Radio Message,’’ pub- 
lished in the January issue of the Journal of the American Dental Association. 
Hotel rates not advanced. 


Royal College of Dental Surgeons 


The following resolution was adopted by the Executive of the Faculty 
Council of the Royal College of Dental Surgeons of Ontario: 

“The Royal College of Dental Surgeons of Ontario wishes to state that 
it disclaims any knowledge of, or responsibility for the statements recently 
made in the public press regarding the merits of copper amalgam as a root 
canal filling.’’ 


Notes of Interest 


Dr. Herbert A. Pullen and Dr. Clifford @. Glaser announce the removal] 
of their offices to The Westbrook, Delaware Avenue at North Street, Buffalo, 


N. Y. Practice limited to orthodontia. 

Dr. William C. Fisher announces that beginning January, 1925, his prac- 
tice will be limited to orthodontia and the care of children’s teeth. 501 Fifth 
Avenue, New York City. 

Dr. C. W. B. Wheeler announces the removal of his office to 54 Park 
Avenue, New York City. Practice limited to orthodontia. 

On and after January 19, 1925, the office of Dr. William C. Keller, for- 
merly with Dr. P. N. Williams, will be located on the seventh floor of 40 East 
Forty-first Street, New York City. Practice limited to orthodontia. 

Dr. Tom Comegys announces the opening of offices in Comegys Building, 
Shreveport, Louisiana. Practice limited to orthodontia. 

Dr. Harry G. Jones announces the removal of his office from Room 701 
to Room 602 Hume-Mansur Building, Indianapolis. Practice limited to ortho- 
dontia. 

Drs. William Slocum Davenport, H. Stanley Hargreaves, L. Gordon Ellis, 
and William Slocum Davenport, Jr., announce a change of address to 63, 
Avenue Victor Emmanuel-III, Paris (8-éme). 

Dr. Julius Goldberg announces the removal of his office from 116 West 
72nd Street to 151 West 74th Street, New York City. Practice limited to 
orthodontia. 

Dr. Lewis Edward Jackson announces his removal to 576 Fifth Ave., New 
York. Practice limited to orthodontia. 
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Dr. Carl D. Lucas announces establishment of offices in Los Angeles, 
Calif., 2007 Wilshire Boulevard, until June 1, 1925; 609 Grand Ave., after 
June 1, 1925. Practice limited to oral surgery, diagnosis and eradication of 
oral infection. 

Dr. G. Franklin announces the opening of his office at Suite 107-108, 121 
Bishop Street, Montreal, Canada. Practice limited to orthodontia. 

Dr. George M. Anderson announces the removal of his office from 833 Park 
Avenue to 853 Park Avenue, Baltimore, Md. Practice limited to orthodontia. 

Dr. W. Wayne White announces the opening of dental offices at 512 Wirth- 
man Bldg., 31st Street and Troost Ave., Kansas City, Mo. Practice limited 
to orthodontia and the care of children’s teeth. 


Alabama Dental Association 


The Alabama Dental Association will hold their next meeting in Mobile, 
beginning April 6 and ending on April 8, 1925. 
S..B. Hopkins, Pres., Greenville, Ala. 
F. F. Perry, See., Montgomery, Ala. 
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